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-  CHAPTER  XXIX. 
HEAD  AND  NECK. 

RELATIONS  OF  THE  TRACHEA. 

Tbe  trachea  extends  from  the  lo-wer  border  of  the  cricoid  cartilage 
(or  opposite  the  sixtJi  cervical  vertebra)  to  the  body  of  the  fourth 
ddrsal  vertebra  —  disc  between  the  fourth  and  fifth  ((Juain)  — 
where  it  divides  into  the  two  bronchi.  The  point  of  bifurcation 
coi'resppnds,  in  front,  to  the  junction  between  the  manubrium  and 
gladiolus  of  the  sternum;  at  this  point  also  it  is  crossed  by  the  arch 
of  the  aorta.  It  is  usually  said  to  extend  from  the  fifth  cervical 
to  the  third  dorsal  vertebra;  but  in  the  above  numbers  I  have 
followed  the  teaching  of  the  Edinburgh  School.  Its  position  varies 
with  the  position  of  the  head — flexed  or  extended ;  when  the  head 
pa.sHcs  from  the  ordinary  position  to  one  of  extension,  nearly  an  inch 
more  of  the  trachea  is  drawn  up  into  the  neck  above  .the  sternum. 
The  larynx  and  upper  part  of  the  trachea  are  also  raised  during 
deglutition,  and  during  inspiration  its  length  in  the  neck  is 
•liminished,  because  the  upper  margin  of  the  thorax  is  raised. 
Th  cse  changes  of  position  are  readily  admitted  because  of  the 
fibio-elastic  membrane,  which  forms  the  bascswork  of  the  trachea, 
Mid  in  which  the  cartilaginous  rings  are  embedded.  The  move- 
'II'  iits  taking  place  during  deglutition  arc  useful  in  sharply 
'liaynosing  all  tumours  connected  with  tlio  trachea — erf.,  goitre; 

'  *  A 


2 


A pplied  A  natoiny : 


the  patient  is  directed  to  swallow,  when,  if  the  tumour  is  con- 
nected with  the  trachea,  it  will  rise  with  it  dviring  that  act. 

In  the  Neck  the  trachea  occupies  the  middle  line,  lying  in  front 
of  the  oesophagus  and  vertebral  column.  In  front  of  it  we  find 
the  skin,  superficial  fascia,  communicating  branches  between  the 
two  anterior  jugular  veins,  deep  cervical  fascia,  and  then  the 
sterno-hyoid  and  sterno- thyroid  muscles,  isthmus  of  the  thyroid 
body,  the  inferior  thyroid  veins,  and  the  thyroidea  ima  artery,  if  it 
exists.  The  anterior  jugular  veins  lie  a  little  to  one  side  of  the 
middle  line,  and  above  the  deep  fascia.  At  the  sides  we  find  the 
common  carotid  arteries,  the  lateral  lobes  of  the  thyroid  body, 
inferior  thyroid  arteries,  and  the  recurrent  laryngeal  nerves.  At 
the  root  of  the  neck,  in  the  episternal  notch,  the  innominate 
artery  and  the  left  carotid  cross  it  obliquely  to  gain  its  right  and 
left  side,  respectively. 

In  the  Thorax. — In  front,  the  upper  part  of  the  sternum,  and 
the  origin  of  the  stemo-hyoid  and  sterno-thyroid  muscles,  the 
remains  of  the  thymus  gland,  left  innominate  vein,  transverse 
part  of  the  arch  of  the  aorta  with  its  branches,  and  the  deep 
cardiac  plexus.  Behind  is  the  ajsophagus ;  on  the  right  side  the 
pleura  and  right  vagus  J  and  on  the  left  side  the  pleura,  left  vagus, 
left  recurrent  laryngeal  nerve,  and  left  common  carotid  artery. 
The  length  of  the  trachea  is  about  four  and  a  half  inches,  and  its 
diameter  about  three-quarters  of  an  inch.  The  right  bronchus 
is  shorter,  wider,  and  more  horizontal  in  its  course  the  left  is 
longer,  narrower,  and  more  oblique  in  direction.  It  is  usually 
said  that  foreign  bodies,  for  these  reasons,  are  more  apt  to  pass 
into  the  left  bronchus;  but  the  larger  size  of  the  opening  of 
the  right  bronchus,  and  the  fact  that  therefore  the  septum  is  to 
the  left  of  the  middle  line,  would  seem  to  indicate  that  foreign 
bodies  would  more  readily  find  their  way  into  the  right  bronchus. 
Further,  it  has  been  shown  by  Aeby,  that  the  right  bronchus 
proper  is  not  more  horizontal  than  the  left,  but,  if  anything, 
rather  more  oblique;  the  undivided  part,  however,  of  the  bronchus 
is  shorter,  because  it  soon  gives  off  a  branch  to  the  upper  lobe  of 
tlie  riglit  lung  (epiarferial  hron<:lius).  According  to  this  view,  the 
upper  lobe  of  the  left  hnig  is  the  homologue  of  the  middle  lobe 
of  the  right  lung. 
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TRACHEOTOMY. 

By  this  is  meant  the  making  of  an  opening  in  some  part  of  the 
trachea.  Laryngotomy — when  the  opening  is  made  in  the  crico- 
thyroid membrane — usually  by  a  single  thrust;  Tracheotomy — 
when  the  opening  is  made  through  some  part  of  the  trachea  itself, 
either  above  or  below  the  istlimus  of  the  thyroid  body ;  and  hence 
•\ve  have  the  liujli  and  the  low  operations.  LaryngO-tracheotomy. 
— In  this  operation  the  opening  is  made  through  the  crico-thyroid 
membrane,  the  cricoid  cartilage,  and  the  upper  rings  of  the  trachea. 
In  Thyrotomy,  the  thyroid  cartilage  is  split  in  the  middle  line, 
in  Avhole  or  i]i  part,  by  a  vertical  incision,  and  the  interior  (jf 
the  larynx  exposed ;  the  two  halves  are  then  held  aside,  while 
foreign  bodies-or  morbid  growths  are  removed  from  the  cords  or 
ventricles.  In  cases  where  the  lower  part  only  of  the  thyroid 
cartilage  is  split,  it  will  be  necessary  to  divide  tlie  upper  two  or 
three  rings  of  the  trachea,  to  give  more  room  for  manipiilation ; 
Avith  partial  division  thus,  the  power  of  speech  is  less  likely  to 
be  so  seriously  affected  afterwards,  as  the  vocal  cords  are  less 
disturbed. 

The  opening  in  the  ^vind-passagc  may  be  temporary  or  permajient. 
A  temporary  opening  may  be  required  for — (1)  Obstructive  cedema 
glottidis;  (2)  acute  laryngitis;  (3)  spasms  from  pressure  on,  or 
irritatioii  of,  the  recurrent  laryngeal  nerve ;  (4)  emphysema  of  the 
loose  connective  tissue  of  tlic  neck,  as  from  a  penknife  wound  ; 
(5)  scalds  of  rima,  by  boiling  water  or  caustic  Huids ;  (6)  foreign 
bodies  in  the  air  passages ;  (7)  masses  of  food  in  the  gullet;  (8)  croup; 
(9)  diphtheria;  and  (10)  many  operations  about  the  jaws,  tongue, 
and  palate.  In  diphtheria  the  obstruction  is  always  at  tlie  chink 
of  the  glottis,  but  in  croup  it  is  in  the  trachea  and  bronclii  as  well. 
A  permanent  opening  may  be  required  for — ( 1 )  Chronic  diseases 
of  the  larynx,  resulting  in  thickening  of  the  mucous  membrane, 
abscesses,  necrosis  of  cartilages  —  as  from  syphilis,  tubercidar 
disease,  fevers,  and  cancer ;  (2)  polypi  of  the  larynx-;  (3)  laryngeal 
phtliisis.  Some  Surgeons  doubt  whether  it  should  be  opened  in 
croup  and  diphtheria.  In  croup,  the  dangers  are — (a)  Obstruction 
to  the  larynx ;  and  {V)  extension  of  the  disease  do-\vn  to  the  lungs, 
So  also  in  diphtheria  we  have  similar  dangers — (rt)  Obstruction 
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to  larynx  and  pharynx ;  and  {h)  pulmonary  inflammation,  blood 
poisoning,  and  exhaustion.  If  the  disease  spreads  downwards, 
opening  the  trachea  may  not  save  the  patient's  life ;  but  it  at 
least  saves  him  from  a  very  distressing  kind  of  death,  and  it 
may  possibly  save  his  life.  Hence,  even  in  croup  and  diphtheria, 
opening  the  windpipe  is  a  perfectly  justifiable  operation,  so  long 
as  it  gives  temporary  relief  or  affords  the  lemt  chance  of  saving 
the  patient's  life.  Besides,  the  operation  of  opening  the  windpipe 
is  not  meant  to  cure  the  disease,  but  oidy  to  get  rid  of  the  danger 
of  immediate  death  from  asphyxia,  and  to  red  the  larynx.  In 
many  cases  of  diphtheria,  however,  deatli  is  not  due  to  asphj'-xia, 
but  to  asthenia,  caused  by  the  absorption  of  the  poison  into  the 
circulation — if,  indeed,  it  be  not  in  the  blood  from  the  very  first — ■ 
aud  in  this  class  of  cases  it  ■would  be  Avorse  than  useless  to  perform 
the  operation.  It  is  also  useless  to  open  it  in  cases'  where  the 
obstruction  is  low  doAvn  in  the  trachea;  to  distinguish  tliis  from 
laryngeal  obstruction,  the  laryngoscope  must  be  employed,  and 
much  assistance  will  be  gained  by  remembering  that  in  laryngeal 
obstruction  the  larynx  itself  moves  energetically  with  respiration, 
wliereas  in  tracheal  dyspnoea  it  is  stationary. 

In  the  middle  line  of  the  Neck  we  find  the  following  structures 
(Fig.  120)  : — (1)  Symphysis  of  the  lower  jaw;  (2)  central  tendon 
of  the  mylo-hyoid  muscles;  (.3)  body  of  the  liyoid  bone;  (4)  thyro- 
hyoid membrane;  (5)  thyroid  cartilage;  (G)  crico-thyroid  membrane 
and  arteries ;  (7)  cricoid  cartilage,  Avhich  can  be  distinguished  from 
the  rmgs  of  the  trachea  by  its  more  resistant  feel ;  opposite  this 
cartilage,  as  already  pointed  out,  is  the  "  carotid  tubercle  "  of  the 
sixth  cervical  vertebra,  and  opposite  this  point  also  is  the  usual 
situation  for  apjtlying  a  ligature  to  the  common  carotid,  above 
the  omo-hyoid ;  (8)  two  or  tliree  rings  of  the  trachea ;  (9)  isthmus 
of  the  thyroid  body  (usually  crossing  about  the  third  or  fourth 
rings) ;  and  (10)  the  trachea  again.  The  level  of  tlie  vocal  cords 
corresponds  to  the  middle  of  the  anterior  margin  of  the  thyroid 
cartilage  (Quain)  ;  Gray,  however,  places  the  cords  on  a  lower 
level — one  quarter  of  an  inch  above  the  lower  edge  of  the  cartilage. 

The  Position  of  the  Patient.--lle  is  to  be  placed  on  a  table, 
facing  a  good  light,  and  his  shoulders  are  well  raised  by  pillows; 
the  head  is  Ibnjwn  as  ftvr  back  as  practicable,  and  kept  perfectly 
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straight  and  steady  by  the  wrists  of  an  assistant,  standing  at  the 
patient's  head.  A  small  firm  pad  should  be  placed  under  the 
neck,  so  as  to  throw  the  windpipe  forwards.  The  assistant  is 
also  to  be  provided  with  a  blunt  hook  in  each  hand,  by  which 
he  retracts  the  soft  parts  as  they  are  divided — taking  care  not  to 

Fig.  120. 
Middle  Line  of  the  Neck. 
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.  -  Hy old  Bone. 
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Jleinbraiie. 


Lateral  Lobes 
and  Istliiuus 
of  the  Thyroid 
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displace  tliem  at  all  to  one  side  of  the  middle  line,  wliich  is  more 
ajit  to  liappen  wlicn  the  hooks  are  confided  to  the  care  of  tiro 
a.ssi.stants.  Another  assistant  is  to  stand  opposite  the  Surgeon,  to 
sponge  tlie  wound  and  secure  bleeding  vessels  with  catch  forceps 
(Wells's).  A  third  may  administer  chloroform.  ]jy  tlirowing 
tlie  head  well  backwards  the  trachea  is  drawn  up  into  the  neck, 
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and  so  gives  the  Surgeon  more  room;  further,  it  helps  to  steady 
it — the  mohility  of  the  trachea  heing  one  of  the  difficulties  of 
the  operation— and  also  brings  it  nearer  the  surface,  as  well  as 
ensuring,  as  far  as  possible,  a  clear  air-way  to  the  lungs.  The 
first  assistant  must  be  specially  cautioned  to  keep  the  head  exactly 
straight  and  in  the  middle  line,  and  at  the  same  time  to  avoid 
squeezing  in  the  mouth  or  nostrils. 

Instruments  required. — Scalpel,  Spence's  hernia  director,  a 
good  supply  of  Wells's  forceps,  dissecting  forceps,  blunt  hooks,  a 
sharp  hook  to  fix  and  draw  forward  the  trachea,  trachea  tubes  and 
tapes,  trachea  dilator,  sponges,  ligatures,  scissors,  etc.  The  Surgeon 
stands  on  the  right  side. 

Incision. — In  the  high  operation,  begin  the  incision  over  the 
middle  of  the  thyroid  cartilage;  in  the  low,  begin  over  the  cricoid 
cartilage,  and  carry  it  downwards,  exactly  in  the  middle  line, 
for  about  two  or  three  inches.  By  this  incision  (1)  the  skin, 
(2)  fascia,  and  (3)  fatty  tissue  are  divided.  On  each  side  of 
the  median  line  we  find  an  anterior  jugular  vein,  which  are  very 
often  connected  by  a  transverse  communicating  branch :  these  must, 
if  possible,  be  avoided,  or  at  once  secured.  (4)  Cut  through  the 
inter-muscular  fascia  connecting  the  edges  of  the  sterno-hyoids 
and  sterno-thyroids,  and  separate  them  with  the  handle  of  the 
scalpel;  also  turn  aside  the  inferior  thyroid  veins,  the  tln/roidea 
ima  artery  (if  present),  and  the  isthmus  of  the  thyroid  body,  and 
some  loose  cellular  tissue  will  now  be  brought  into  view.  After 
the  deep  fascia  of  the  neck  is  divided  the  hJade  of  the  knife  must 
be  laid  aside ;  after  this  use  the  handle  of  the  knife  or  Spence's 
hernia  director.  Turn  aside  this  loose  tissue  with  the  point,  of 
the  finger  or  the  handle  of  the  scalpel,  and  the  trachea  is  then 
exposed,  and  may  be  opened  (either  above  or  below  the  isthmus 
of  the  thyroid  body,  as  circumstances  may  determine)  thus : — 
Transfix  and  draw  it  forwards  by  a  sharp  hook  inserted  into  the 
cricoid  (-artilage,  and  push  in  the  point  of  the  knife — the  blade 
being  held  between  the  finger  and  the  thumb  half-an-inch  from 
the  point,  to  avoid  the  risk  of  transfixing  the  oesophagus, — with 
its  had:  towards  the  sternum  (this  is  done  whether  the  operation 
be  above  or  below  the  isthmus),  and  cut  through  three  or  four 
rings,  and  introduce  the  tube,  tahing  care  first  that  all  bleeding 
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has  ceased — unless  the  bleeding  he  due  to  the  semi-asphyxiated 
state  of  the  patient,  Avhen  obviously  the  best  means  to  stop  it  is 
to  open  the  trachea  as  quickly  as  possible.  In  the  high  operation, 
the  fascia  connecting  the  isthmus  to  the  cricoid  cartilage  can  be 
divided  by  a  transverse  incision,  and  the  isthmus  depressed  by 
the  handle  of  the  scalpel,  and  held  there  by  a  blunt  hook,  in 
cases  where  it  is  necessary  to  increase  the  space ;  or  the  isthmus 
may  be  freely  divided  in  the  middle  line  if  necessary,  each  side 
being  fu-st  clamped  by  a  pair  of  Wells's  forceps.  '  The  opening 
in  the  trachea  and  the  tissues  covering  it  must  correspond  exactly, 
otherwise  mucus  and  air  will  escape  into  the  cellular  tissue,  pro- 
ducing emphysema.  "When  the  opening  is  made  the  handle  of 
the  knife  must  be  inserted  flat-wise  and  then  turned  at  right 
angles,  while  the  Surgeon  turns  aAvay  his  head  till  the  patient 
coughs,  and  after  this  he  puts  in  a  trachea  tube,  while  the  handle 
of  the  knife  causes  the  opening  to  gape;  make  certain  that  the 
tube  has  passed  into  the  trachea  and  not  into  the  loose  tissue 
beneath  the  deep  cervical  fascia.  Some  prefer  to  use  a  special 
trachea  dilator.  The  tube  is  then  to  be  fixed  by  means  of  tapes, 
attached  to  the  outer  sheath,  which  are  then  to  be  tied  on  one 
side  of  the  patient's  neck.  Take  care  that  the  tapes  are  not  too 
loose,  lest  both  tubes  be  forced  out  during  a  fit  of  coughing,  and 
the  patient  be  suddenly  choked. 

The  Trachea  Tube  must  be  of  a  size  corresponding  to  the  age 
of  the  patient:  in  children  under  eighteen  months,  a  diameter  of 
about  one-sixth  of  an  inch  is  said  to  be  sufficient;  from  that  age 
up  to  four  years  the  diameter  should  be  about  a  quarter  of  an 
inch.  In  any  case  it  must  be  of  such  a  size  as  to  admit  air  freely, 
but  without  distending  the  trachea,  and  should  always  be  double. 
The  inner  tube  should  be  loose  and  a  liifle  longer  than  the  outer 
tube,  so  that  it  may  be  driven  out  by  coughing  should  it  happen 
to  become  blocked  up,  and  still  the  patient  can  breathe  through 
the  outer  tube.  Were  it  shorter,  or  even  the  same  length  as  the 
outer  tube,  then,  in  cases  of  block,  removal  of  the  inner  tube 
would  not  relieve  the  patient,  as  the  outer  sheath  would  still 
be  plugged.  The  outer  tube  has  often  an  opening  on  its  upper 
and  convex  surface,  by  means  of  which,  when  the  inner  tube  is 
removed,  one  can  try,  by  closing  the  external  opening  with  the 
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thumb,  whether  the  patient  is  preimred  to  breathe  through  his 
larynx  again;  but  in  this  case  the  inner  tube  must  be  always 
introduced  when  the  patient  takes  food  or  drink.  In  no  case 
should  there  be  an  opening  in  this  situation  through  hotli  tubes, 
for  then  the  patient  would  also  breathe  through  his  larynx,  and 
keep  it  in  a  condition  of  unrest.  The  tube,  in  openings  of  a 
temporary  nature,  can  usually  be  removed  from  tlie  sixth  to  the 
thirteenth  day. 

After  Treatment. — The  extreme  ends  of  the  woimd  are  approxi- 
mated by  horse-hair  sutures,  or  perhaps  better  left  entirely  open. 
The  bed  must  be  surrounded  by  a  canopy  which  must  be  filled  with 
a  warm  moist  atmosphere,  and  yet  contain  plenty  of  fresh  air ;  a 
carbful  nurse  must  be  provided,  whose  duty  it  is  to  look  after 
the  tube  and  wound,  keeping  the  inner  tube  clear,  and  its  outer 
end  covered  with  warm  moist  gauze  or  a  small  sponge.  The 
causes  of  death  after  this  operation  are — (1)  The  disease  necessi- 
tating the  operation;  (2)  interlobular  suppurative  pneumonia,  from 
blood  being  inhaled  at  the  moment  the  trachea  was  opened ;  and 
(3)  bronchitis  from  the  inhalation  of  cold  air,  as  the  warming 
apparatus  provided  by  nature  (the  nose)  is  out  of  use  for  the 
present,  and  its  place  must  therefore  be  filled  by  artificial  means, 
such  as  the  bronchitis  kettle,  warm  moist  gauze,  etc. 

RESUME  of  the  high  operation:— 

1.  Place  the  patient  in  a  proper  position. 

2.  Make  a  sufficiently  long  incision,  beginning  over  the 

middle  of  the  thyroid  cartilage,  and  keeping  exactly 
in  the  middle  line. 

3.  Divide  the  skin,  fat,  and  superficial  fascia,  and  secure 

or  draw  aside  any  evident  vein,  sucli  as  the  anterior 
jugulars. 

-I.  Divide  the  deep  cervical  fascia,  and  draw  apart  tlie 
sterno-hyoid  and  sterno-tliyroid  muscles. 

5.  AVith  tlie  handle  of  the  knife  expose  the  trachea  and 

isthmus  of  the  thyroid  body,  and  feel  foi'  the  lower 
edge  of  the  cricoid  cartilage. 

6.  Pinch  up  tlie  fascia  over  the  trachea  at  tliis  point,  and 

divide  it  by  a  small  transverse  incision  close  to  tlie 
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cricoid  cartiLage;  separate  it  from  the  trachea  by- 
means  of  Spence's  hernia  director,  free  it  still  more 
from  the  cricoid  cartilage  if  necessary,  and  push  down 
the  isthmus  with  the  handle  of  the  scalpel. 

7.  Transfix  and  draw  forward  the  trachea,  and  open  it  in 

the  middle  line,  with  the  blade  of  the  scalpel  held 
between  the  finger  and  thumb  about  half-an-inch  from 
its  point,  the  back  of  the  knife  being  directed  towards 
the  sternum. 

8.  Keep  the  opening  patent  by  the  handle  of  the  scalpel, 

or  Spence's  double  blunt  hook ;  let  patient  cough,  then 
introduce  and  fix  the  tube. 

J^OTE. — (1)  If  the  incision  be  not  exactly  in  the  middle  line, 
it  will  be  difficult  to  keep  the  tube  in  its  place;  and,  besides, 
the  carotid  arteries  might  be  injured.  (2)  Above  the  isthmus  the 
trachea  is  quite  superficial,  and,  as  a  rule,  has  no  veins  of  con- 
sequence in  front,  except  a  communication  between  the  superior 
thyroids  or  anterior  jugulars;  where  the  isthmus  crosses  (about 
the  third  or  fourth  rings),  there  is  usually  a  plexus  of  veins, 
besides  the  isthmus  itself;  below  the  isthmus,  the  trachea  is 
more  deeply  placed,  being  covered,  in  addition  to  the  superficial 
structures,  by  the  sterno-hyoid  and  sterno-thyroid  muscles,  the  large 
inferior  thyroid  veins,  and  sometimes  by  a  special  arterial  branch  to 
the  thyroid  body — the  "  thyroidea  ima."  (3)  In  stout,  short-necked 
persons,  the  lower  part  of  the  trachea  is  more  deeply  placed. 

The  chief  diflculties  of  the  low  operation  are:— (1)  The  trachea 
is  deeper,  as  it  gradually  recedes  from  the  surface  as  it  passes 
downwards;  (2)  the  inferior  thyroid  veins  and  the  anterior 
jugulars,  Avith  a  cross  branch  between ■  them,  are  in  the  way; 
(3)  the  danger  to  the  isthmus  is  greater,  because  we  must  cut 
towards  it,  in  order  to  avoid  the  important  structures  behind  the 
upper  part  of  the  sternum;  (4)  the  thymus  body  may  be  in  front 
of  this  part;  (5)  the  occasional  presence  of  the  "thyroidea  ima;" 
(G)  the  left  innominate  vein  may  take  an  unusually  high  course, 
and  is  all  the  more  likely  to  be  in  the  way  when  tlio  head  is 
thrown  back ;  and  (7)  the  carotids  may  arise  by  a  common  trunlc, 
and  in  such  a  case  the  right  passes  in  i'ront  of  the  lower  part  of  the 
trachea  in  the  neck,  in  order  to  reach  its  usual  situation. 
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TRACHEOTOMY  IN  CHILDREN. 

Here  the  relations  of  the  parts  are  somewhat  altered.  The 
neck  is  shorter;  "but,  relatively,  the  space  is  greater  between 
the  isthmus  of  the  thyroid  body  and  the  top  of  the  sternum,  so 
that  the  cervical  part  of  the  trachea  is  longer  than  in  the  adult" 
(Spence).  But  in  the  child  the  trachea  is  smaller,  more  deeply 
placed,  and  more  movable  than  in  the  adult,  and  less  resistant  to 
the  finger,  so  that  it  may  readily  be  squeezed  flat,  or  pushed  aside; 
without  one  being  aware  of  it  unless  care  be  exercised;  further,  it 
is  more  flattened  anteriorly  than  in  the  adult;  also,  the  danger 
from  hemorrhage  is  greater,  on  account  of  the  large  size  of  the 
venous  plexus  in  connection  with  the  thyroid  and  thymus  glands. 
There  is  more  subcutaneous  fat  too;  and  the  carotids  are  in  closer 
relation  to  the  trachea,  so  that  a  sliglit  deviation  from  the  middle 
line  may  wound  one  or  other  of  these  important  arteries.  The 
innominate  artery  and  left  innominate  vein  are  higher  in  the  child 
than  in  the  adult.  The  presence  and  large  size  of  the  thymus 
body  in  the  child  will  further  complicate  the  operation.  Accord- 
ing to  Dr  Symington  the  usual  position  of  the  larynx  in  relation 
to  the  vertebral  column  in  the  new-born  child  is  from  the  lower 
border  of  the  atlas  to  the  middle  of  the  fourth  cervical  vertebra; 
in  the  adult  it  extends  from  the  middle  of  the  tliird  cervical  to 
the  lower  border  of  the  sixth  cervical.  He  does  not  believe  that 
this  high  position  is  due  to  its  relatively  small  size,  as  often  stated; 
and  he  further  believes  that  its  downward  movement  is  caused  by 
the  growth  of  the  facial  portion  of  the  slaill. 

A  small  hard  pillow,  such  as  a  stocking  stuff'ed  with  towels,  is 
placed  under  the  neck,  and  the  episternal  notch  is  taken  as  the 
guide,  the  incision  beginning  a  finger's-breadth  above  this;  this 
point  is  chosen  as  the  guide,  because  in  the  child  it  is  difficult 
to  be  quite  sure  about  the  position  of  the  cricoid  cartilage,  as  it 
is  softer  than  in  the  adult.  It  is  very  important  to  keep  both  the 
head  and  the  incision  exactly  in  the  middle  line. 

Tracheotomy  is  ilie  operation  for  children.     In  the  child  the 
crico-thyroid  space  is  too  small  to  allow  of  the  introduction  of  a 
tube  of  sufficient  calilire  to  sujiport  life,  and  therefore  tracheotomy  ~" 
should  always  be  preferred.    Not  only  is  the  opening  too  small. 
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but  it  is  also  too  near  the  larynx  and  vocal  cords,  and  hence  the 
tube  may  canse  much  irritation  and  even  ulceration  of  the  larynx 
and  necrosis  of  the  cartilages,  as  the  conditions  in  the  child 
requiring  this  operation  are  usually  of  an  acute  inflammatory 
nature. 

In  the  child  it  is  better  for  the  Surgeon  to  grasp  and  steady 
the  whole  of  the  structures,  including  the  trachea,  between  the  two 
carotids  {i.e.,  excluding  the  carotids)  between  the  finger  and  thumb 
of  his  left  hand ;  in  this  way  he  will,  with  most  certainty  and  with 
greatest  ease  reach  and  open  the  trachea,  and  with  less  risk  of 
wounding  important  neighbouring  organs.  Whether  this  operation 
is  performed  in  children  or  in  adults  do  not  put  it  off  till  the 
patieAt  is  moribund,  and  never  leave  the  operation  uncompleted, 
when  once  begun,  whether  the  patient  be  alive  or  dead.  It  should  be 
performed  whenever  the  voice  is  lost  or  nearly  lost,  and  the  degree 
of  obstruction  is  marked  as  shown  by  the  indraAving  of  the  lower 
ribs,  the  epigastrium,  and  the  episternal  notch,  durhig  inspiration. 
It  should  be  remembered  that  an  enlarged  thymus  gland  in  infants 
may  cause  great  dyspnoea,  and  even  suffocation. 

LARYNGOTOMY. 

The  crico-thyroid  membrane  is  quite  superficial,  and  may  be 
felt  as'  a  slight  de^jression  about  one  inch  below  the  "pomum 
Adami."  If  the  case  is  urgent,  open  by  plunging  in  the  knife 
at  once;  if  not,  we  may  take  the  matter  more  coolly.  Over  the 
space  make  a  vertical  incision  in  the  middle  line  through  the  skin, 
about  an  inch  in  length,  and  then  make  a  cross  cut  through  the 
membrane.  The  oidy  danger  likely  to  arise  is  hajmorrhage  from 
the  small  arteries  which  cross  and  anastomose  in  front  of  the 
membrane  (the  crico-thyroid  branches  of  the  superior  laryngeals). 
They  are  seldom  a  source  of  trouble ;  and  by  making  a  cross 
incision  they  are  not  likely  to  be  wounded.  Cases,  however,  are 
on  record  where  serious  and  even  fatal  haemorrhage  occurred  from 
these  vessels ;  I  have  myself  seen  a  subject  in  the  dissecting-room 
where  a  trunk  as  large  as  the  radial  artery  crossed  in  front  of  the 
crico-tliyroid  membrane. 

Laryngotomy  is  to  be  preferred  in  the  adult  because: — (1)  The 
opening  is  often  quite  as  good  as  in  the  trachea ;  (2)  it  is  far 
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safer,  from  the  simple  anatomy  of  the  jDarts ;  (3)  it  is  more  quickly 
performed ;  and  (4)  diseases  which  necessitate  the  operation  in 
the  adult  have  little  tendency  to  spread  downwards.  It  should 
be  used,  as  a  rule,  in  the  adult  male ;  it  is  Lest  in  cases  of  foreign 
bodies  impacted  in  the  larynx,  limited  chronic  disease,  as  syphilitic 
ulceration,  acute  or  chronic  cedema  glottidis,  tumours  of  the  larynx, 
spasm  of  the  muscles  of  the  larynx  from  reflex  irritation,  as  in 
cases  of  aortic  aneurism..  But  in  cases  of  foreign  bodies  in  the 
trachea,  bronchi,  or  pharynx,  and  as  a  preliminary  to  other  opera- 
tions about  the  head  and  face,  where  there  is  danger  of  blood 
passing  down  the  trachea,  then  tracheotomy  should  be  performed. 

(Edema  Glottidis. — Edematous  infiltration  about  the  larynx 
may  occur  in  simple  acute  laryngitis  in  the  adult,  but  is'  very 
often  erysipelatous  in  character,  and  is  chiefly  confined  to  the  sub- 
mucous areolar  tissue  round  the  epiglottis,  aryteno-epiglottidean 
folds,  and  aiytenoid  cartilages,  ventricle  and  false  cords.  In  these 
situations  the  sub-mucous  tissue  is  very  abundant  and  loose  and 
freely  movable,  and  readily  becomes  infiltrated  and  distended  with 
serous  effusion — so  much  so,  as  almost  to  occlude  the  rima  glottidis. 
But  this  effusion  and  distension  never  extends  below  the  true  vocal 
cords,  being  limited  at  this  point  'by  the  direct  adhesion  of  the.  ' 
mucous  membrane  to  the  fibrous  tissue  forming  the  cords,  without 
the  intervention  of  any  sub-mucous  coat.  The  swollen  folds  over- 
lap the  chink  of  the  glottis  and  cause  in  the  first  instance  difficulty 
of  inspiration,  which  is  prolonged  and  stridulous,  but  after  a  time 
expiration  is  affected  as  well. 

INTUBATION  OF  THE  LARYNX. 

For  the  modern  form  of  this  operation  we  are  indebted  to 
\h-  J.  O'DwYER,  of  iSTew  York.  It  is  intended  to  take  the  place 
of  tracheotomy,  in  suitable  cases,  more  especially  in  the  case  of 
children  suffering  from  croup  or  diphtheria;  it  is  a  bloodless 
operation,  and  for  this  reason  alone  is  likely  to  be  preferred  by 
tlie  i)atieut's  j^arents  or  friends.  Instruments — (1)  A  gag;  (2)  an 
introducer;  (3)  an  extractor;  and  (4)  five  tubes  of  different  sizes. 
The  tubes  vary  in  length  and  size;  at  the  upper  end  of  each  tube  — 
is  a  diamond-shaped  head  with  rounded  angles,  which  rests  upon 
the  ventricular  bands  and  in-events  the  tube  from  slipping  into  the 
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trachea.  Tlie  anterior  aspect  of  the  head  is  bevelled  off  where  it 
rests  against  the  base  of  the  epiglottis,  and  at  its  anterior  part  is 
a  small  eye,  through  which  a  double  thread  is  passed.  Belo^v  the 
the  neck  is  a  fusiform  enlargement,  to  make  the  tube  self -retaining. 
Each  tube  is  fitted  with  a  jointed  obturator,  in  the  upper  end  of 
which  is  an  opening  to  receive  the  introducer.  The  stem  of  the 
introducer  is  fitted  with  a  sliding  tube,  which  may  be  pushed  for- 
wards by  a  thumb-piece  to  release  the  obturator  from  the  laryngeal 
tube  -when  the  latter  is  in  position  in  the  glottis.  The  extractor  is 
constructed  on  the  principle  of  a  dilator.  When  used,  the  closed 
blades  are  passed  into  the  end  of  the  laryngeal  tube ;  a  lever  on 
the  handle  is  then  pressed  down  to  open  the  blades,  which  imj)inge 
against  the  inner  aspect  of  the  tube,  and  hold  it  firmly  so  that  it 
may  bd  Avithdrawn. 

The  Operation. — A  suitable  tube  should  be  threaded  with  silk 
or  linen  thread,  making  a  loop  about  sixteen  inches  in  length. 
The  obturator  should  then  be  screwed  upon  the  introducer  and 
the  tul)e  attached ;  the  instrument  is  then  ready  for  use,  and 
should  be  placed  upon  a  table  within  easy  reach.  The  child  is 
wrajijjed  in  a  shawl  and  held-  upright  in  the  nurse's  lap,  with  its 
-  liead  resting  against  her  left  shoulder;  an  assistant  stands  behind, 
•  to  hold  the  gag  and  steady  the  child's  head.  The  gag  is  inserted 
on  tlie  left  side.  The  tSurgeon  then  passes  his  left  index  finger 
nver  the  tongue,  behind  the  epiglottis,  and  feels  the  arytenoid 
I'artilages;  then  the  introducer,  with  the  tube  attached,  is  passed 
under  the  forefinger  and  dii'ected  into  the  larynx,  and,  Avhen 
through  the  glottis,  is  held  by  the  index  finger  while  the  obturator 
is  disengaged.  The  thread  attached  to  the  tube  is  allowed  to 
remain  till  the  child  lias  cleared  the  trachea  and  got  over  the 
'lyspmea  caused  by  the  introduction;  tlie^ finger  is  then  once 
more  placed  upon  the  head  of  the  tube,  the  thread  divided  and 
withdrawn.  The  object  of  the  thread  is  to  enable  the  tube  to 
be  withdrawn,  should  it  have  been  passed  into  tlie  pharynx.  ]S'ii 
anajsthetic  is  used,  nor  does  the  child  complain  of  pain.  Should 
any  difficulty  be  experienced  in  the  fii'st  attempt,  the  apparatus 
should  be  withdrawn  to  give  the  cliild  air.  That  the  tube  has 
entered  the  larynx  will  be  indicated  by  violent  coughing  and  easy 
respiration.   The  tube  should  be  removed  probably  from  the  fourth 
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to  the  sixth  day,  in  order  to  avoid  the  risks  of  undue  pressure. 
In  extracting  the  tuhe,  the  child  is  placed  in  the  same  position  as 
for  its  introduction ;  try,  first  gently  without  an  anaesthetic,  but 
should  you  fail,  then  an  anesthetic  should  be  given. 

The  advantages  of  the  operation  are,  its  ease  of  performance 
(to  the  expert),  the  absence  of  shock  and  haimorrhage,  and  the 
fact  that  one  can  more  readily  gain  the  consent  of  the  parents  for 
the  operation.  The  greatest  difficulty,  as  well  as  danger,  is  the 
administration  of  food :  the  liead  of  the  tube  interferes  with  tlie 
movement  of  the  epiglottis,  and  tlie  cliild  is  unable  to  swallow 
fluids  -without  coughing,  and,  in  consequence,  suffers  very  much 
from  thirst.  The  danger  from  pneumonia  is  very  gi-eat,  as  solid 
and  fluid  food  finds  its  way  into  the  trachea.  This  objection  has, 
however,  to  a  certain  extent  been  overcome  by  the  use  of  an 
artificial  epiglottis,  whereby  it  is  possible  for  patients,  if  held 
in  the  supine  position,  with  the  head  completely  thrown  back 
over  the  nurse's  knee,  to  take  an  abundance  of  food,  both  liquid 
and  solid. 

The  dangers  of  the  operation  are : — (1)  The  tube  may  be 
coughed  up,  and  before  skilled  assistance  arrives  the  cliild  may 
die.  (2)  The  tube  may  slip  into  the  trachea.  (3)  The  tube  may 
be  plugged  Avith  membrane,  and  asphyxiate  the  child.  (4)  The 
membrane  may  be  pushed  down  before  the  tube,  and  give  ri.se 
to  intense  dyspnoea,  or  even  asphyxia.  (.5)  The  great  risk  of  the 
entry  of  food  into  the  trachea,  and  subsequent  pneumonia. 

The  operation  is  recommended  for — (1)  Diphtheria;  (2)  croup  ; 
(3)  oedema  glottidis ;  and  (4)  in  chronic  stenosis  of  the  larjux. 

THE  LAEYNX. 

The  cartilages  of  the  larynx  are  nine  in  number — three  single 
and  three  paired.    The  single  cartilages  are — (1)  The  shield-like 
thyroid,  consisting  of  two  lateral  wings,  and  an  angle  in  front, 
which  is  very  prominent  at  the  upper  part,  tliis  part  being  known 
as  Adam's  apjjle,  or  the  pomum  Adami.    (2)  The  signet-ring-like 
cricoid,  below  the  thyroid,  the  deep(;st  part  being  behind;  it  is  • 
thicker  and  stronger  than  either  the  thyroid  cartilage  or  the  rings  — 
of  the  trachea,  and  for  this  reason  it  forms  a  very  useful  landmark-  • 
in  the  neck.    It  is  about  on  a  level  with  the  carotid  tubercle  of 


Surgical,  Medical,  and  Operative. 


15 


the  sixth  cervical  vertebra.  (3)  The  epiglottis,  like  an  obovate  leaf 
in  shape,  placed  behind  the  tongue,  and  in  front  of  the  superior 
opening  of  the  larynx ;  during  respiration  it  is  vertical,  and 
curved  slightly  forwards  over  the  base  of  the  tongue ;  but  during 
deglutition  it  is  carried  or  pushed  downwards  and  backwards, 
so  as  to  close  the  upper  opening  of  the  larynx.  It  is  attached 
to  the  thyroid  cartilage  below,  by  the  thyro-e^iigloitic  ligament; 
to  the  hyoid  bone  in  front,  by  the  hyo-epiglottic  ligament;  and 
at  the  upper  part  to  the  tongue,  by  the  median  and  two  lateral 
gTosso-epiglottidean  ligaments;  to  its  sides  the  aryteno-epiglottidean 
folds  are  attached.  The  paired  cartilages  are  —  ( 1 )  The  two 
arytenoids,  perched  upon  the  upper  border  of  the  cricoid  at  its 
posterior  aspect;  they  are  pyramidal  in  form,  and  the  anterior 
angle,  at  its  base,  gives  attachment  to  the  true  vocal  cords. 
(2)  The  Cornicula  laryngis  (cartilages  of  Santobini)  are  perched 
upon  the  apices  of  the  arytenoids,  and  serve  for  the  attachment 
of  the  posterior  end  of  the  aryteno-epiglottidean  folds.  (3)  The 
cumiform  cartilages  (cartilages  of  Wrisberg)  are  placed,  one  on 
each  side,  in  the  aryteno-epiglottidean  folds. 

The  True  Vocal  Cords. — The  true  vocal  cords  are  two  bauds 
of  yellow  elastic  tissue,  attached  in  front  to  the  middle  of  the 
receding  angle  between  the  wings  of  the  thyroid  cartilage,  and 
behind  to  the  anterior  angle  of  the  base  of  the  arytenoid 
cartilages ;  their  lower  border  is  continuous  with  the  thin  lateral 
parts  of  the  crico-thyroid  membrane.  They  are  called  true,  as 
they  are  concerned  in  the  production  of  sound ;  they  are  further 
known  as  the  inferior  thyro- arytenoid  ligaments.  The  mucous 
membrane  covering  the  true  cords  is  very  thin  and  closely 
adherent,  as  there  is  no  submucous  tissue,  and  it  is  destitute 
both  of  mucous  glands  and  ciliated  epithelium. 

The  False  Cords,  or  the  superior  thyro-arytenoid  ligaments,  arc 
simply  two  folds  of  mucous  membrane  with  a  little  librous  tissue 
between.  Between  the  false  cords  above  and  the  true  below  is 
situated  the  ventricle  of  the  larynx ;  tliis  leads  to  the  laryngeal 
■potich,  Avhicli  in  the  human  race  is  very  small,  but  in  some  of  the 
lower  animals  it  is  very  large— e.^/.,  some  kinds  of  monkeys,  and 
the  various  members  of  the  group  Felis  Domesliciis  vel  Catus,  and 
to  this  is  due,  no  doubt,  the  hideous  noises  produced  by  the  latter 
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animals  in  their  nocturnal  revels.  Small  foreign  bodies,  such  as 
peas  or  pills  or  small  fruit  stones,  may  pass  the  "  wrong  way  " 
and  lodge  in  the  ventricles,  and  quickly  cause  death  from  reflex 
spasm  of  the  vocal  cords ;  the  ventricles  are  supplied  by  the 
superior  laryngeal.  The  length  of  the  cords  in  the  adult  male  is 
about  five-eighths  of  an  inch  (Holden)  ;  in  females  and  boys  they 
are  shorter  than  in  the  adult  male.  The  greater  the  length  of  the 
cords,  other  things  being  equal,  the  deeper  the  voice. 

The  Rim  a  Glottidis  is  the  opening  between  the  true  vocal 
cords  in  front,  and  the  bases  of  the  arytenoid  cartilages  behind ; 
it  consists  therefore  of  two  parts — (1)  The  vocal  part  in  front, 
between  the  ccjrds ;  and  (2)  the  respiratory  part  behind,  between 
the  cartilages.  It  is  tlie  narrowest  part  of  the  larynx,  and  in 
the  male  it  measures  rather  less  than  an  inch  in  length,  and  is 
about  a  third  to  half-an-inch  in  breadth  wlien  dilated ;  in  the 
female  it  is  less  by  two  or  three  lines.  lJuriug  (luiet  breathing 
the  opening  represents  a  narrow  isosceles  triangle  with  the  base 
behind,  the  sides,  at  the  posterior  part,  being  slightly  bent  inwards 
at  an  obtuse  angle.  In  inhaling  a  very  deep  breath,  thej'  are 
separated  to  the  widest  possible  extent,  and  represent  a  wide, 
almost  pentagonal,  opening.  During  the  emission  of  a  high  note, 
the  opposite  cords  and  cartilages  are  almost  in  contact,  leaving  a 
narroAv  parallel  slit  between  them. 

The  intrinsic  Muscles  of  tlie  Larynx.— (1)  Crico-arytenoideus 
posticus — Each  muscle  arhcs  from  the  posterior  surface  of  the 
cricoid  cartilage,  passes  upwards  and  outwards,  and  is  inserted 
into  the  posterior  external  tubercle  of  the  arytenoid.  (2)  Crico- 
arytenoideus  lateralis  —  Each  muscle  arises  from  the  upjier 
border  of  the  lateral  part  of  the  cricoid  cartilage,  passes  upwards 
and  backwards,  and  is  inserted  into  the  posterior  tubercle  of  the 
aiytenoid  cartilage.  (3)  Arytenoideus  —  A  transverse  band  of 
muscular  fibres  passing  from  the  posterior  surface  of  one  arytenoid 
cartilage  to  the  same  part  of  the  other.  (4)  Crico-thyroid — Each 
muscle  arises  from  the  side  of  the  cricoid  cartilage,  and  is  inserted 
into  tlie  lower  border  of  the  thyroid,  including  tlie  lesser  cornu. 
(5)  Thyro  -  arytenoideus — Arises  from  the  angle  between  the  " 
wings  of  the  thyroid  cartilage,  and  is  inserted  into  the  front  part 
iif  the  ba«p  (if  Ibp  nrvhnioid  cartilagi-;  they  Ho  jmrallcl  with  and  (n 
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the  outer  side  of  the  true  vocal  cords.  All  the  muscles,  except  the 
arytenoideus,  are  paired. 

The  Joints  of  the  Larynx. — (1)  The  Crico-thyroid  Joint — 

Eetween  the  inferior  corniia  of  the  thyroid  cartilage,  and  the  lower 
and  posterior  part  of  the  side  of  the  cricoid  cartilage.  The  movements 
that  stretch  or  relax  the  vocal  cords  take  place  at  this  articulation, 
i.e.,  the  movements  that  govern  ihejntch  of  notes;  the  axis  of  the 
joint  is  transverse,  and  the  thyroid  cartilage  moves  up  and  down  like 
the  handle  of  a  bucket :  the  arytenoid  cartilages  may  also  be  tilted 
backwards  at  the  same  time.  (2)  The  Crico- arytenoid  Joints — 
Between  the  arytenoid  cartilages  and  the  upper  part  of  the  cricoid 
behind ;  the  movements  that  govern  the  width  of  the  rima  glottidis 
take  place  at  this  articulation.  The  axes  of  these  joints  are  vertical, 
the  movements  being  chiefly  rotatory. 

The  Movements  of  the  Larynx  : — 

1.  At  the  Crico-thyroid  Joint — 

Crico-thyroids  render  the  true  vocal  cords  tense. 
Thyro-arytenoids  relax  the  true  vocal  cords. 

2.  At  the  Crico -arytenoid  Joint— 

rpi         ,    .       .         i.     •  1   f  widen  the  rima  glottidis 
iJie  posterior  crico -arytenoids  <  j -, 

^  (       (the  abductors). 

The  lateral  crico -arytenoids     J  close  the  rima  glottidis 
The  arytenoideus  (       (the  adductors). 

The  Arteries  of  the  Larynx. — The  laryngeal  branches  of  the 
supeiior  and  inferior  thyroids. 

The  Nerves  of  the  Larynx. — The  superior  and  the  inferior, 
or  recurrent,  laryngeal  branches  of  the  vagi,  with  twigs  from 
the  sympathetic.  The  superior  supplies  the  mucous  membrane 
of  the  larynx  with  sensation,  the  crico-thyroid  muscles,  and  half 
of  the  arytenoideus.  '  If  this  nerve  be  irritated,  as  when  a  crumb 
of  bread  goes  the  wrong  way,  two  events  take  place — {a)  An 
inhibition  of  inspiration,  and  (/;)  an  exciting  of  the  expiratory 
centre  —  a  cough ;  this  is  important,  as  the  first  prevents  it 
being  drawn  in  further,  and  the  cough  forces  it  out.  If  the 
trunk  of  the  nerve  be  pressed  on — as  by  a  carotid  aneurism  high 
up,  enlarged  glands,  or  enlarged  thyroid, — we  liave  the  peculiar 
brassy  cougli,  but  witliuut  expectoration.     It  should  be  noted 
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also,  that  irritation  of  this  nerve  will  cause  rejlcx  spasm  of  the 
glottis  and  death  from  asphyxia — e.g.,  a  foreign  Lody  in  one  of 
the  ventricles.  The  inferior,  or  recurrent,  brancli  is  principally 
motor,  and  supplies  the  intrinsic  muscles  not  supplied  by  the 
superior.  Pressure  upon  the  trunk  of  this  nerve  first  causes 
simsm  of  the  muscles  of  the  larynx,  due  to  irritation  of  the 
nerve — later,  j)aralysis,  from  destruction  of  the  nerve,  or  from 
the  intense  pressure.  The  superior  lartjngeals  lie  behind  the 
internal  carotid  artery;  the  rigid  recurrent  laryngeal  hooks  roimd 
the  first  part  of  the  subclavian,  lying  on  the  apex  of  the  pleura 
and  lung,  and  farther  up,  lies  behind  the  common  carotid  and  the 
inferior  thyroid  arteries ;  the  left  recurrent  laryngeal  hooks  round 
the  arch  of  the  aorta,  and  then,  like  the^  right,  ascends  by  the 
side  of  the  trachea  in  tlie  groove  between  it  and  the  oesophagus. 
Subclavian,  aortic,  or  carotid  aneurism,  and  malignant  disease  of  the 
ivaUs  of  the  oesophagus,  therefore,  may  press  on  and  involve  the 
recurrent. nerves,  and  may  cause  death  from  spasm  of  the  glottis, 
as  well  as  by  direct  pressure  on  the  trachea.  The  left  nerve  is 
more  frequently  paralysed  than  the  right,  probably  from  its  longer 
course,  and  its  relation  to  the  arch  of  the  aorta. 

With  the  Laryngoscope  the  following  structures  can  be  seen: — 
The  base  of  the  tongue,  the  upper  surface  of  the  epiglottis  with 
its  lip  and  cushion,  the  glosso-epiglottidean  folds  or  ligaments, 
the  arytenoid  cartilages,  the  true  and  the  false  vocal  cords,  the 
ventricles  of  the  larynx,  the  aryteno-epiglottidean  folds  on  each 
side,  with  two  rounded  elevations,  corresponding  to  the  cartilages 
of  Wrisberg  and  Santorini  ;  and  sometimes,  in  deep  inspiration, 
one  may  even  see  the  rings  and  bifurcation  of  the  trachea. 

Results  of  Paralysis.— The  superior  laryngeal:  this  causes 
antesthesia  of  the  larynx  and  epiglottis,  so  .that  particles  of  food 
can  readily  enter  the  larynx;  the  vocal  cords  cannot  be  made 
tense,  so  that  the  voice  is  hoarse  and  deep,  and  the  cords  may  be 
seen  swinging  loose.  The  paralysis  may  bo  caused  by  the  pressure 
of  tumours  and  aneurisms,  but  is  usually  a  sequel  to  diphtheria,  o 
a  symptom  of  bulbar  paralysis. 

The  inferior  or  recurrent  laryngeal  may  also  be  paralysed 
by  the  pressure  of  tumours  in  tlio  posterior  mediaatinum  and 
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aneurisms ;  or  the  paralysis  may  be  due  to  degenerative  changes 
of  the  large  ganglionic  nerve  cells  in  the  medulla  and  pons— 
e.rj.,  in  glosso-labio-pharyngo-laryngeal  paralysis  (or,  more  shortly, 
Bulbar  paralysis).  Both  nerves  are  liable  to  be  affected  in  central 
disease,  and  also  occasionally  in  some  forms  of  bronchocele  or 
goiti-e,  enlarged  bronchial  or  cervical  glands,  from  lymphadenoma 
or  scrofulous  affections,  and  in  cancer  of  the  upper  part  of  the 
oesophagus,  though  in  this  latter  condition  one  only  may  be 
affected ;  the  right  nerve  alone  is  often  involved  in  the  inflam- 
matory and  cicatricial  changes  consequent  on  phthisis  of  the  apex 
of  the  right  lung.  When  both  nerves  are  paralysed,  the  cords 
are  iixed  and  immobile,  in  the  "  cadaveric  position,"  very  lilvc 
what  is  found  in  ordinary  quiet  breathing,  not  so  close  as  in 
phonation,  nor  so  open  as  in  deep  inspiration. 

Bilateral  Paralysis  of  the  Adductors,  or  the  muscles  that 
close  the  glottis,  is  sometimes  found  in  hysteria  and  debility,  and  is 
marked  by  complete  aphonia,  and  the  cords  remain  in  the  position 
of  inspiration. 

Unilateral  Paralysis  of  the  Adductors  may  result  from  chronic 
poisoning  by  lead  and  arseiaic,  or  from  diphtheria,  also  from  disease 
of  the  nerves  or  nerve  centres ;  aneurism  of  the  arch  of  the  aorta 
may  cause  paralysis  of  the  left  adductor ;  aneurism  of  the  right 
subclavian  or  carotid,  paralysis  of  the  right  adductor ;  but  in  these 
cases  it  often  affects  the  abductor  as  well.  There  is  aphonia  or 
'dysphonia,  and  the  character  of  the  cough,  sneeze,  and  laugh  are 
greatly  altered  in  tone.- 

The  laryngeal  nerves  may  be  paralysed  at  their  origin,  or  from 
injury  to  the  nerve  trunks.  Paralysis  at  their  origin  is  seen  in 
multiple  sclerosis  and  bulbar  paralysis,  and  usually  affects  both 
sides.  Peripheral  paralysis  may  occur  near  the  roots  of  the  spinal 
accessory  and  vagus,  or  attack  the  vagus  after  it  has  been  joined 
by  the  spinal  accessory,  or  the  recurrent  nerve  nuxy  alone  be 
affected ;  such  peripheral  paralyses  are  usually  unilateral,  and  are 
caused  by  such  conditions  as  aneurism  of  the  arch  of  tlio  aorta, 
mediastinal  tumours,  usually  airccting  the  left  nerve ;  aneurism  of 
the  innominate  and  right  subclavian,  usually  allccting  the  riglit 
nerve ;  while  thyroid  tumours,  or  goitre,  and  cancer  of  the 
ccsophugus  may  alfcct  one  or  both. 
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Paralysis  of  one  Recurrent  Nerve.— The  paralysed  cord  lies  in 
the  cadaveric  position,  the  healthy  cord  possesses  its  full  range  of 
movement,  and  on  phonation  it  crosses  the  middle  line,  so  that  the 
arytenoids  are  crossed  and  the  glottis  assumes  an  oblique  position; 
the  edge  of  the  paralysed  cord  is  slightly  excavated.  The  healthy 
cord,  therefore,  accommodates  itself  to  its  paralysed  fellow,  so 
that  the  patient  can  still  speak,  though  his  voice  is  altered,  being 
weak,  and  easily  merges  into  the  falsetto  if  the  pitch  of  the  voice 
be  raised. 

Paralysis  of  the  Abductors  or  Glottis  Openers  (the  posterior 
crico-arytenoids). — When  both  are  affected  the  vocal  cords  lie  close 
together  in  the  middle  line.  It  is  indicated  by  pure  inspiratory 
dyspnoea  with  stridor,  associated  with  an  almost  normal  voice.  It 
is  a  very  dangerous  condition,  as  the  approximated  cords  become 
still  further  approximated  in  inspiration,  forming  a  kind  of  valve 
like  the  two  sides  of  a  reversed  V,  giving  rise  to  intense  inspiratory 
dyspnoea ;  on  phonation  the  parts  assume  their  normal  condition. 
"When  this  condition  becomes  marked,  it  will  be  necessary  to  per- 
form tracheotomy.  When  one  side  is  affected,  the  affected  cord 
lies  in  the  middle  line,  but  respiration  is  free  (unless  combined 
with  direct  pressure),  and  there  is  only  dyspnoea  and  stridor  on 
exertion,  as  the  opening  in  the  glottis  is  sufficient  for  ordinary 
breathing.  The  abductors  are  apt  to  be  paralysed  from  pressure  on 
the  recurrent  laryngeal,  as  from  aortic  or  innominate  aneurism. 

Bilateral  Paralysis  of  the  Abductors  (posterior  crko-aryit;- 
noids)  may  be  caused  by  central  disease,  or  affections  imj^licating 
both  vagi  or  both  recurrent  laryngeal  nerves,  as  bronchocele,  enlarged 
bronchial  or  cervical  glands  from  lymphadenoma  or  scrofula,  and 
cancer  of  the  oesophagus. 

Unilateral  paralysis  maybe  due  to  the  same  causes,  but  is  more 
frequently  due  to  peripheral  affections,  and  not  so  often  to  central. 
Tlie  iisual  causes  are — Aneurism  of  the  arch  of  the  aorta,  cancerous 
or  glandular  tumours  of  the  mediastinum  (sup&rior  or  poderior/;' 
affecting  especially  the  left  nerve;  cancer  of  the  oesophagus,  enlarged 
strumous  glands,  and  tumours  of  one  side  of  the  trachea,  often  affect 
one  nerve,  usually  the  left,  but  sometimes  the  right. 

Paralysis  of  the  Arytenoideus. — In  phonation,  the  cords  act 
normally,  but  the  postcjiur  third  gapes,  forming  a  little  triangle, 
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as  the  aiytenoid  cartilages  are  not  approximated;  tlie  air  escapes 
through  this  opening  and  the  voice  is  hoarse. 

Paralysis  of  the  Thyro-arytenoids. —  During  phonation,  the 
free  margins  of  the  cords  are  excavated,  they  seem  narrow  and 
bhirred ;  the  glottis  assumes  the  shape  of  a  narrow  oval.  One  or 
both  cords  may  he  affected. 

The  most  common  Simple  Tumours  of  the  larynx  are  papillo- 
mata  and  fibromata ;  they  usually  spring  from  the  anterior  parts 
of  the  vocal  cords. 

Malignant  Disease  is  practically  always  cancerous  in  nature, 
very  usually  epithelioma;  if  it  begins  in  the  larynx,  it  usually 
starts  over  the  pliarijnrjeal  aspect  of  the  arytenoid  cartilages;  it 
may  al^o  spread  from  or  to  the  upper  part  of  the  oesophagus. 

The  commonest  Ulcerations  are— Tertiary  syphiHtic,  tubercular 
(laryngeal  phthisis),  and  epithehomatous.  The  Syphilitic  may  arise 
from  .superficial  ulceration,  softening  of  a  gumma,  or  from  peri- 
chondritis ;  it  usually  attacks  the  base  of  the  epiglottis  first,  and 
spreads  round  the  aryteno-epiglottidean  folds.  Tubercular  Disease 
usually  begins  in  the  inter-arytenoid.  fold  and  the  laryngeal  surfaces 
of  the  arytenoid  cartilages ;  the  cartilages  appear  as  two  large,  pale, 
pyriform  swellings,  the  broad  ends  of  which  point  upwards  and  out- 
wards. It  then  spreads  along  and  destroys  the  trtie  vocal  cords; 
further,  the  cartilages  of  Santorini  and  Wrisberg  are  lost,  and 
the  inter-arytenoid  notch  can  no  longer  be  distinguished. 

EXCISION  OF  THE  LARYNX. 

The  position  of  tlie  patient  and  operator  are  the  same  as  in  trache- 
otomy.   The  following  are  the  chief  steps  of  the  operation  :— 

1.  Make  a  vertical  median  incision  from  the  hyoid  bono  to  the 
second  ring  of  the  trachea,  cut  through  the  deep  fascia  and  separate 
the  structures  from  the  front  and  sides  of  the  trachea,  but  do  not 
interfere  with  the  isthmus  of  the  thyroid  body,  though  the  lateral 
lobes  will  liave  to  be  pushed  aside. 

2.  Secure  all  bleeding  vessels,  both  arteries  and  veins,  prin- 
cipally the  superior  thyroid  vessels  and  middle  thyroid  veins. 

3.  Draw  forwards  the  trachea  with  a  sharp  hook  and  cut  it 
across,  taking  care  not  to  injure  the  oesophagus  which  lies  just 
beliiud  it. 
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4.  An  accurately  fitting  vulcanite  sj'plion  tulje  is  now  to  be 
inserted  into  the  upper  end  of  the  divided  trachea,  through  which 
the  patient  may  breathe,  and  which  will  at  the  same  time  exclude 
all  blood  from  the  trachea. 

5.  Lastly,  separate  the  larynx  from  its  posterior  and  vippcr 
attachments,  and  in  dissecting  out  the  cricoid  keep  the  edge  of 
the  knife  against  it  so  as  to  avoid  injuring  the  gullet. 

AVhen  the  surfaces  have  healed  and  the  gap  in  the  throat  partly 
contracted,  Gussenhauer's  artificial  larynx,  or  the  modification  of 
it  introduced  by  the  late  Dr  Foulis,  of  Glasgow,  may  be  used. 

Chief  Structures  divided  —  (1)  The  skin,  superficial  fascia, 
platysma,  and  deep  fascia.  (2)  The  sterno-thyroid,  thyro-hyoid, 
inferior  constrictor,  stylo-pharyngeus,  and  palato-pharyngeus ;  the 
sterno-hyoid  and  the  omo-hyoid  may  be  pushed  aside.  (3)  The 
anterior  jugular  vein,  superior  thyroid  vessels  and  their  branches, 
probably  facial  and  lingual  plexus  of  veins  in  this  region,  and 
middle  and  thyroid  vein.  (4)  Nerves — Twigs  of  facial  and  super- 
ficial cervical,  and  superior  and  inferior  laryngeals.  (5)  Trachea. 
(0)  The  thyro-hyoid  ligaments,  the  hyo- epiglottic  ligament,  and 
the  glosso-ej)iglottidean  folds  of  nnicous  niembrane. 

CUT  THROAT. 

This  may  be — (1)  Above  the  hyoid  bone,  when  probably  tlie 
following  structures  will  be  divided : — Skin  and  superficial  fascia, 
radicles  of  anterior  jugular  veins,  deep  fascia,  anterior  bellies  of  the 
digastric  muscles,  mylo-hyoids,  genio-hyoids,  genio-hyoglossi,  and 
probably  right  through  into  the  floor  of  the  mouth,  implicating  the 
tongue.  Lingual  artery,  branches  of  the  facial  vessels,  hypoglossal 
nerve,  lingual  nerve,  and  submaxillary  gland.  In  this  case  the 
patient  is  unable  to  swallow  at  all.  (2)  Below  the  hyoid  bone — 
The  integumentary  structures,  anterior  jugular  veins,  facj^il  and 
superior  thyroid  veins,  sterno-thyroid,  thyro-hyoid,  and  omo-hyoid 
muscles,  thryo-hyoid  membrane,  inferior  constrictor,  internal  braneji 
of  superior  laryngeal  nerve,  superior  laryngeal  artery,  and  probably 
also  the  superior  thyroid  and  lingual  arteries  too.  This  cut  may 
divide  the  epiglottis  and  open  into  the  pharynx;  there  is  con- 
siderable difficulty  in  SAvallowing,  and  great  risk  of  o'Jema  (/Joffidi.t. 
(3)  Below  the  box  of  the  larynx,  a  rare  form— The  integuments, 
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anterior  jugular  veins,  the  sterno-hyoids,  sterno-thyroids,  omo-hyoids, 
possibly  tlie  sterno -mastoids,  thyroid  gland,  superior  and  inferior 
thyroid  arteries,  the  thyroid  veins,  especially  the  inferior,  recur- 
rent  laryngeal  nerves,  trachea,  and  oesophagus,  and  the  pre- vertebral 
muscles.  In  most  cases  the  head  is  thrown  so  well  back  that  the 
gash  may  extend  right  down  to  the  vertebrae  without  injuring  the 
carotid  arteries,  and  therefore  without  causing  immediate  death  j 
the  lower  down  the  cut  is  made,  the  more  likely  are  these  vessels 
to  be  opened. 

The  dangers  are — (1)  Great  and  fatal  hfemorrhage  at  once  from 
a  large  artery,  or  more  slowly  from  the  venous  plexuses ;  (2)  less 
rapid  death  by  being  gradually  choked  by  the  blood  inhaled  into 
the  \sindpipe;  (3)  later,  septic  pneumonia  from  the  entrance  of 
blood  into  the  bronchi  and  pulmonary  vesicles ;  (4)  bronchitis  from 
the  entrance  of  cold' air;  and  (5)  asphyxia  from  sudden  oedema 
glottidis.  When  a  large  vessel,  like  the  carotid  artery,  is  divided, 
death  is  sudden,  and  the  weapon  usually  falls  from  the  hand, 
on  account  of  the  sudden  loss  of  blood  causing  syncope  and 
muscular  relaxation  for  the  time  being.  In  cases,  however,  where 
no  large  vessel  is  divided,  death  is  more  slowly  produced,  being 
usually  caused  by  asphyxia,  and  after  death  the  weapon  will 
generally  be  found  firmly  grasped  in  the  hand.  The  risk  of 
a3dema  glottidis  is  so  serious  that  it  is  probably  better  for  the 
patient  to  at  once  perform  tracheotomy,  then  stitch  up  the  gash 
in  the  throat,  and  treat  it  as  an  ordinary  wound.  Suicidal  wounds 
are  usually  oblique  from  left  to  right,  and  from  above  downwards — 
unless  the  person  be  left-handed — and  are  deeper  on  the  left  than 
on  the  right  side, 

OPERATIONS  ON  THE  (ESOPHAGUS. 

Relations  in  the  Necl<. — It  is  about  nine  inches  in  length, 
and  extends  from  the  lower  border  of  the  cricoid  cartilage,  or  the 
sixth  cervical  vertebra,  to  the  stomach — about  the  level  of  the 
ninth  dorsal  vertebra.  In  front  is  the  trachea  and  the  thyroid 
gland ;  the  oesophagus  projects  a  little  to  the  left  of  the  trachea 
in  the  neck ;  behind,  it  rests  against  the  vertcbrre,  following  the 
curves  of  the  column,  and  also  rests  on  the  longus  colli  muscle ; 
on  each  side  are  the  common  carotid  arteries,  the  thyroid  gland, 
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the  recurrent  laryngeal  nerves,  and  inforior  laryngeal  arteries.  In 
the  lower  cervical  and  upper  dorsal  region  the  thoracic  duct  ascends 
obliquely  between  it  and  the  bodies  of  the  dorsal  vertebr£E,  from 
right  to  left.  The  narrowest  parts  of  the  tube  are  {a)  at  its  com- 
mencement; (i)  next,  where  it  passes  through  the  diaphragm; 
and  (c)  where  it  is  crossed  by  the  left  bronchus. 

Relations  in  the  Thorax.  —  In  front — the  trachea,  the  arch 
of  the  aorta,  left  carotid,  left  subclavian,  left  bronchus,  and  the 
posterior  surface  of  the  pericardium;  'behind,  the  vertebral  column, 
longus  colli  muscle,  the  intercostal  vessels,  and  at  the  lower  part, 
the  aorta;  laterally,  the  pleurae,  the  vena  azygos  major  on  the 
right,  and  the  descending  aorta  on  the  left.  The  right  vagus 
passes  down  in  front  of  the  oesophagus,  and  the  left  behind  it. 
Foreign  bodies  impacted  in  the  guUet,  especially  if  they  have 
sharp  corners,  are  very  apt  to  set  up  ulceration  and  to  penetrate 
neighbouring  parts,  such  as  the  aorta  —  leading  to  sudden  and 
fatal  haemorrhage.  Cancer  of  the  gullet,  on  the  other  hand,  is 
very  apt  to  ulcerate  through  into  the  trachea  or  bronchi ;  but  it 
may  involve  any  of  the  structures  surrounding  that  tube — as  the 
pleurffi,  pericardium,  subclavian,  carotid,  and  thoracic  duct.  It  is 
not  a  straight  tube,  but  has  three  curves — (1)  That  of  the  vertebral 
column,  (2)  in  the  neck  to  tlie  left  side,  and  (3)  in  the  thorax, 
back  again  to  the  middle  line  and  then  to  the  left,  and  forwards 
to  its  opening  in  the  diaphragm.  In  the  thorax,  the  ojsophagus 
lies  between  the  two  pleural  sacs — partially  touching  both,  but 
being  in  special  contact  with  the  right  bag. 

The  oesophagus  may  be  obstructed,  either  from  actual  changes 
in  its  Avails,  foreign  bodies  in  its  interior,  or  from  pressure  of 
the  neighbouring  structures.  Obstruction  from  changes  in  its 
walls  may  be — (1)  Merely  spasmodic,  usually  in  nervous  women, 
and  recognised  by  the  fact  that  the  dysphagia  is  not  constant. 
(2)  Traumatic,  due  to  organic  changes  in  the  submucous  tissue, 
as  cicatrisation  after  injuries — such  as  simple  and  specific  ulcei'a- 
tion,  swallowing  acid  or  caustic  fluids,  etc.  (3)  Malignant,  usually 
opitheliomatous  in  nature,  and  situated  either— first,  at  its  upper 
end ;  second,  at  its  lower  end ;  or  third,  where  it  is  crossed  by 
the  left  bronchus.  At.  those  points,  as  already  stated,  the  tube 
IS  jiarfowed,  and  probably  therefore  the  irritation  is  greater  than 
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it  is  elsewhere.  (4)  A  special  form,  met  "witli  in  drunkards,  is  due 
probably  to  cirrbosis  of  the  gullet  (Duncan).  The  above  forms  of 
obstruction  must  be  carefully  distinguished  from  that  produced  by 
neighbouring  parts,  as  retro-pharyngeal  or  retro-a^sophageal  abscess, 
aortic  aneurism,  enlarged  mediastinal  glands,  or  malignant  disease 
of  the  bodies  of  the  vertebrte ;  the  most  common  by  far  is  an  aortic 
aneurism  pressing  upon  the  trachea,  and  this  therefore  must  always 
be  first  looked  for  and  excluded  before  attempting  to  pass  bougies. 

To  pass  the  Bougie. — Put  the  left  index  finger  to  the  back 
of  the  tongue,  so  that  it  touches  the  epiglottis,  and  pass  the  point 
of  the  bougie  beyond  this  till  it  touches  the  posterior  wall  of  the 
pharynx,  with  an  inclination  downwards ;  now  remove  the  finger, 
ask  the  patient  to  swallow,  and  gently  push  it  down ;  always  be 
cool  and  gentle,  and  should  it  stick,  remove  it  and  try  again.  The 
head  should  not  be  thrown  too  much  backwards,  but  should  be  put 
into  the  position  one  naturally  takes  up  while  vomiting. 

Treatment  of  Malignant  Stricture  of  the  CEsophagus. — 
(1)  Keeping  the  patient  alive  as  long  as  possible  by  feeding,  but 
without  using  any  other  means ;  the  patient  is  fed  with  soft  food 
or  jjap,  as  long  as  possible  by  the  mouth,  and  when  this  is  im- 
possible, by  the  rectum — being  slowly  starved  to  death.  (2)  The 
occasional  passage  of  a  bougie;  but  this,  although  it  may  assist 
swalloAving,  irritates  the  growth  and  makes  it  grow  faster,  and 
tluis  shortens  life.  (3)  Insertion  of  a  hollow  metal  tube  through 
the  stricture ;  this  is  open  to  tlie  same  objections  as  the  bougie, 
and  is  even  worse,  for  the  tube  may  drop  into  the  stomach,  and 
necessitate  gastrotomy  for  its  removal.  (4)  Gastrostomy,  which  is 
probably  the  best  operation  in  most  cases,  if  done  sufficiently  early. 

The  Lymphatics  of  the  lower  two  thirds  of  the  cesophugus  end 
in  the  posterior  mediastinal  glands ;  those  of  the  upper  part,  in  the 
deep  cervical,  lying  along  the  carotid  sheath.  These  regions  must 
therefore  be  examined  in  cases  of  supposed  malignant  disease. 

The  principal  operations  performed  on  the  oesophagus  are — 

1.  CEsophagotomy,  opening  tlie  oesophagus  for  tlio  purpose  of 
removing  a  foreign  body — a  temporary  opening. 

2.  CEsophagOStomy,  opening  the  ojsophagus  in  order  to  make  a 
moutli  tliere  to  feed  the  patient — a  permanent  opening.  The  position 
of  the  patient  js  tlio  sajue  as  for  ligatni'e  of  the  common  carotid, 
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Instruments  required.  —  Scalpels,  directors,  retractors  (broad 
copper),  blunt  hooks,  catch  forceps,  dissecting  forceps,  a  bulbous- 
headed  bougie,  sponges,  needles,  ligature,  etc. 

Make  an  incision  about  four  inches  in  length  along  the 
anterior  border  of  the  left  sterno-niastoid  (as  the  a?sophagus  in 
the  neck  lies  to  the  left  of  the  middle  line),  beginning  about 
the  level  of  the  cricoid  cartilage.  The  incision  is  almost  the 
same  as  that  necessary  in  ligature  of  the  left  common  carotid, 
low  down,  but  a  little  nearer  the  middle  line.  By  making  the 
incision  a  little  higher,  the  operation  of  Pharyngotomy  may  be 
performed.  Divide  the  skin,  platysma,  and  fascia,  and  draw 
aside  the  sterno-mastoid,  or  divide  its  sternal  head.  Carefully 
dissect  down,  with  the  handle  of  the  knife,  or  fingers,  between 
the  carotid  sheath  on  the  outer  side,  and  the  trachea  and  larynx 
on  the  inner  side.  Draw  the  sterno-hyoid  and  sterno- thyroid 
muscles  towards  the  middle  line,  the  thyroid  body  upwards,  the 
carotid  sheath  with  its  contents  and  the  sterno-mastoid  oiitwards, 
and  if  the  omo-hyoid  be  in  the  Avay,  divide  it.  Great  care  is  now 
necessary  to  avoid  wounding  the  thyroid  arteries — especially  the 
inferior — passing  to  the  lower  angle  of  the  thyroid  body  behind  the 
carotid  sheath ;  also  to  avoid  injuring  the  left  recurrent  laryngeal 
nerve,  which  lies  between  the  oesophagus  and  trachea.  The  oesophagus 
being  exposed,  pass  a  bulbous  bougie,  or  probang,  through  the  mouth 
into  it,  and  cause  its  walls  to  project;  this  is  made  to  serve  as  a 
guide  for  the  necessary  incision ;  otherwise  the  air  passages  might 
be  cut  into.  The  operation  of  oesophagostomy  has  been  anything 
but  a  successful  one ;  there  is  a  great  risk  of  setting  up  deep 
cellulitis  in  the  tissues  of  the  neck;  but  apart  from  that,  the 
patient  very  often  dies.  It  is  better  in  almost  all  cases,  I  believe, 
to  perform  the  operation  of  gastrostomy  early. 

After  Treatment. — The  patient  nmst  be  fed  through  a  narrow 
tube  (No.  10  catheter)  passed  through  the  mouth,  past  the  Avound-w 
in  the  oesopliagus,  for  a  few  days,  till  granulations  form  on  the 
sides  of  the  wound,  and  close  up  the  inter-muscular  cellular  planes. 
No  sutures  are  required  for  the  wound  in  the  oisophagus,  or  for 
the  external  wound  either,  though  after  the  granulations  have 
formed  it  may  be  stitched  up  if  thought  necessary.  Tlie  danger 
of  this  operation  is  the  risk  of  setting  up  cellulitis  in  tlie  extensive 
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inter-muscular  cellular  planes  of  the  neck.  As  the  wound  in  the 
a3Sophagus  is  parallel  with  its  long  axis,  there  is  no  risk  of  suh- 
sequent  stricture.  If  a  permanent  opening  is  desired,  the  edges 
of  the  opening  in  the  oesophagus  must  be  stitched  to  the  lips  of 
the  skin  incision. 

THE  PHARYNX. 

This  is  a  membrano-muscular  sac,  about  four  and  a  half  inches 
in  length,  extending  from  the  under  surface  of  the  basi-sphenoid 
portion  of  the  skuU  to  the  cricoid  cartilage.  Behind,  it  is  con- 
nected by  loose  areolar  tissue,  with  the  vertebrae  and  the  longus 
colli,  and  anterior  recti  muscles.  It  is  connected  above  to  the 
base  6i  the  skull,  being  attached  to  the  basi-sphenoid,  the  petrous 
part  of  the  temporal  bone,  internal  pterygoid  plate,  the  pterygo- 
maxillary  ligament,  the  lower  jaw,  posterior  nares,  mouth,  hyoid 
bone,  larynx,  and  styloid  process.  In  relation  to  its  outer  surface, 
we  find  the  common  and  internal  carotid  arteries,  the  internal 
jugular  veins,  the  glosso- pharyngeal,  the  spinal  accessory,  the 
vagus,  and  the  ninth  cranial  nerves,  and  the  sympathetic  trunks. 
It  has  seven  openings — the  two  posterior  nares  (ckoance  narium) 
the  two  Eustachian  tubes,  the  mouth,  larynx,  and  o?.sophagus. 

In  aneurism  of  the  internal  carotid  one  can  readily  understand 
liow  it  tends  to  bulge  into  this  cavity,  pressing  in  the  thin  un- 
resisting pharyngeal  wall  rather  than  to  make  its  way  to  the  skin 
surface  through  the  dense  cervical  fascia,  sterno-mastoid,  digastric, 
stylo-hyoid  and  stylo-pharyngeus  muscles,  all  of  which  structures 
resist  its  passage  in  that  direction. 

Pharyngeal  Abscesses  are  lateral  or  posterior — (1)  The  lateral 
are  drcumscribetl  abscesses,  usually  just  behind  the  tonsil ;  they 
project  inwards,  and  may  simulate  an  aneurism  or  malignant 
disease  of  the  tonsil.  There  is  deep-seated  pain  in  the  neck,  and 
pain  behind  the  ear  and  shooting  up  the  side  of  the  head,  along 
the  auriculo-temporal  nerve ;  they  are  said  to  occur  chiefly  in 
rheumatic  patients.  The  pus  may  make  its  way  out  through  tlio  gap 
in  the  cervical  fascia,  and  present  in  the  parotid  region,  or  at  the 
posterior  border  of  the  sterno-mastoid ;  if  it  does  so,  then  it  should 
be  opened  at  these  points  by  Hilton's  method ;  if  it  is  opened 
from  the  inside,  be  careful  to  turn  the  edge  of  tlic  knife  inwards. 


28 


Applied  Anatomy: 


(2)  Posterior  or  retro-pharyngeal  abscess.  —  These  abscesses  are 
found  at  the  back  of  the  pharynx,  bulging  forwards;  they  are 
usually  due  to  cervical  caries ;  it  may  also  bulge  towards  the  side 
of  the  neck.  If  possible,  it  should  be  opened  at  the  posterior  edge 
of  the  upper  part  of  the  sterno-mastoid  by  "Hilton's  method;" 
if  not,  it  may  be  aspirated  through  tlie  mouth.  "Were  it  opened 
in  the  mouth  by  a  bistoury  in  the  usual  way,  the  sudden  gush 
of  pus  might  choke  the  patient.  (3)  There  is  another  possible 
source  of  a  retro-jjharyngeal  abscess,  viz.,  the  lymph  glands  in  the 
subnmcous  tissue  in  front  of  the  vertebrae,  towards  the  upper  part 
of  the  pharynx.  Some  of  the  lymphatics  from  the  nose  empty 
themselves  into  these  glands,  which  may  occasionally  suppurate; 
but  in  this  case  there  is  an  absence  of  symptoms  pointing  to 
disease  of  the  cervical  vertebrae.  The  abscess,  too,  is  more  likely 
to  be  circumscribed,  though  the  loose  submucous  tissue  favours 
the  spread  of  pus  round  the  pharyngeal  wall. 

Foreign  bodies  are  apt  to  stick  in  the  pharynx,  and  may  cause 
sudden  death  from  lying  over  the  upper  opening  of  the  larynx ;  this 
is  the  usual  cause  of  sudden  death  from  "choking"  during  eating. 
It  is  important  to  remember  that  in  these  cases  the  foreign  body 
is  almost  always  within  reach  of  the  finger,  and  the  treatment 
therefore  is  at  once  to  put  the  finger  down  and  hook  it  up. 

Parotid  Duct  (Stenson's). — Its  course  is  indicated  by  a  line 
drawn  from  the  lower  margin  of  the  concha  of  the  ear  to 
midway  between,  the  red  margin  of  the  lip  and  the  ala  of  the 
nose ;  it  is  about  one  finger's-breadth  below  the  zj'-goma.  Above 
it  is  the  transverse  facial  artery,  and  below  it  are  some  branches 
of  the  facial  nerve ;  its  length  is  about  two  and  a  half  inches, 
and  it  begins  about  the  middle  of  the  masseter.  It  perforates 
the  cheelc  obliquely,  or  almost  at  right  angles  to  its  former  course, 
opposite  tlie  crown  of  the  second  molar  tooth  of  the  upper  jaw, 
perforating  the  buccinator  muscle.  It  is  necessary  to  remember 
its  course,  as  it  may  be  divided  in  wounds  or  operations  about 
the  face,  and  give  rise  to  salivary  fistula.  Tlie  fistula  is 
recognised  by  the  great  flow  of  a  watery  fluid  during  mastication, 
which  is  alkaline  in  reaction,  and  has  the  power  of  converting  a 
solution  of  starch — first  into  dextrine  and  tlien  into  grape  sugar, 
as  sliown  by  tlie  chemical  tests  for  these  substances.     Tlius — 
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Iodine  +  starch  =  blue  :  Iodine  +  dextrine  ~  red,  wliicli  dis- 
appears on  -warming,  and  does  not  reappear  on  cooling :  Cupric 
sulphate  and  caustic  potash  +  grape  sugar  and  heat  =  reddish 
yellow  precipitate  of  cuprous  oxide.  The  fluid  should  also  give 
a  blood-red  colour  on  the  addition  of  neutral  ferric  chloride — 
from  the  presence  of  potassium  sulpho-cyanide.  I  have  seen  one 
case  where  the  fistula  opened  just  behind  the  ear.  The  principles 
of  treatment  are  the  same  as  in  all  fistultc — to  make  it  easy  for 
the  secretion  to  go  the  right  way,  by  enlarging  the  opening  into 
the  mouth,  when  the  abnormal  opening  will  usually  close  of  its 
own  accord. 

FIFTH  NERVE. 

Division  of  tlie  Fifth  Nerve  on  the  Face. — The  supra-orbital 
notch  or  foramen  is  situated  about  the  junction  of  the  inner  with 
the  middle  third  of  the  supra-orbital  margin.  From  this  point  a 
perpendicidar  line,  dra^vn  with  a  slight  inclination  outwards,  so 
as  to  cross  the  interval  between  the  two  bicuspid  teeth,  passes 
over  the  infra-orbital  and  mental  foramina. 

The  supra-orbital  is  covered  by  the  orbicularis  "palpebrarum ; 
in  exposing  this  nerve,  care  should  be  taken  not  to  Avound  the 
palpebral  ligament  (a  prolongation  from  the  periosteum  of  the 
orbit)  -of  the  lid,  as  blood  would  then  be  extravasated  into  the 
orbit  and  under  the  conjunctiva,  and  the  chances  of  suppuration 
greatly  increased.  The  periosteum  of  the  orbit,  it  Avill  be  remeni- 
bcred,  splits  into  two  layers  at  the  margin  of  that  cavity,  one  of 
Avhich  is  continuous  with  the  external  periosteum  of  the  skull, 
while  the  other  forms  the  tarsal  or  palpebral  ligameiit. 

Operation. — The  skin  of  the  forehead  is  drawn  upwards  and 
the  eyelid  downwards,  and  a  short  curved  incision,  parallel  Avith 
the  eyebrow  or  along  some  natural  Avrinkle,  the  centre  being 
opposite  the  supra-orbital  notch  or  foramen.  Tease  through  the 
fibres  of  the  orbicularis  Avitli  a  director,  when  the  nerve  is  exposed, 
lying  against  the  pericranium,  and  may  either  be  stretched  Avith  a 
blunt  hook,  or  a  part  removed.  It  may  be  done  "  subcutaneously," 
i.e.,  Avithout  seeing  the  nerve,  by  making  a  very  small  incision 
over  its  course,  inserting  a  blunt  hook,  and  scraping  it  along  the 
bono — hoping  in  this  way  to  catch  up  the  nerve. 
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The  infra-orbital  is  covered  by  the  levator  labii  superioris,  and 
is  about  three-eighths  of  an  inch  below  the  margin  of  the  orbit. 
It  may  also  be  stretched  subcutaiieously,  in  the  same  way  as  the 
supra-orbital ;  the  better  method,  however,  is  by  direct  incision. 

Operation.  —  The  upper  lip  and  cheek  are  drawn  downwards 
and  the  lower  lid  upwards,  and  a  short  curved  incision  is  made, 
with  its  centre  opposite  the  foramen,  and  so  arranged  that,  when 
healed,  the  cicatrix  will  fall  into  the  natural  lines  of  the  face.  The 
skin  and  the  fascia,  together  with  the  lavator  labii  superioris,  are 
divided,  exposing  the  nerve,  which  can  then  be  stretched  forcibly, 
or  else  an  inch  of  it  cut  out  altogether.  It  must  be  pulled  well 
out,  so  as  to  rupture  its  anterior  dental  brancJt,  as  the  teeth  are  the 
usual  cause  of  the  neuralgic  pain.  The  nerve  has  also  been  divided 
beyond  the  origin  of  the  anterior  dental  branch,  by  making  an 
incision,  parallel  with,  and  just  beloA\r  the  margin  of,  the  orbit, 
cutting  through  the  orbicularis  and  the  levator  labii  superioris,  and 
turning  the  latter  muscle  down,  dividing  the  periosteum  at  the 
orbital  margin,  and  pushing  it  up,  with  fat,  eyeball,  and  all,  so  as 
to  expose  the  bony  floor.  Tension  is  then  made  upon  the  nerve 
at  the  infra-orbital  canal,  and  a  strong  tenotome  is  used  to  divide 
the  nerve  as  it  lies  in  the  canal,  and  which  is  made  to  penetrate 
the  antrum ;  when  the  nerve  is  divided  it  is  easily  drawn  out  of 
the  canal,  and  by  this  means  the  anterior  dental  is  ruptured. 
The  part  thus  dragged  out  is  then  cut  off.  Unless  strict  antiseptic 
precautious  be  observed,  this  operation  is  apt  to  be  followed  by 
suppuration  of  the  antrum  and  orbit. 

It  may  also  be  divided  in  the  spheno-maxillary  fissure.  Expose 
it  at  the  infra-orbital  foramen  as  before,  and  make  a  small  inmcture 
just  below  the  outer  commissure  of  the  lids ;  after  this  pull  upon 
the  nerve  by  a  i)air  of  forceps,  and  introduce  a  blunt  -  pointed 
tcnotone  through  the  small  incision,  and  put  it  backwards  anS^ 
downwards  till  its  point  is  felt  to  be  in  the  fissure,  when  it  is 
made  to  shave  along  its  maxillary  border.  As  soon  as  it  is  divided 
the  nerve  will  easily  pidl  out  of  the  canal.  To  expose  the  nerve  in 
the  spheno-maxillary  fossa,  a  H- shaped  ijicision  is  required,  the 
vertical  part  extending  from  tlic  outer  margin  of  the  orbit  down- 
wards to  a  25oiut  opposite  the  last  molar  tooth,  and  the  horizontal 
l)art  baclvM'ards  to  the  root  of  the  zygonui.    The  malar  bone  and 
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zygoma  are  tlien  cut  through,  and  the  arch  turned  down  along 
with  the  masseter  muscle;  the  fatty  tissue  and  the  temj)oral 
muscle  are  then  pushed  forwards  hy  a  blunt  instrument,  and,  if 
necessary,  divided,  or  the  coronoid  process  may  be  divided,  and 
the  temporal  muscle  thrown  up  as  a  whole,  the  posterior  wall  of 
the  upper  jaw  found,  Avhich  Avill  guide  to  the  fossa.  The  nerve  is 
then  hooked  up,  and  as  much  as  possible  removed.  The  bleeding 
from  the  venus  plexus  in  this  situation,  and  from  the  branches  of 
the  internal  maxillary  artery,  may  be  free;  and  the  operation  has 
been  followed  by  stiffness  of  the  loAver  jaw.  It  is  also  possible  in 
this  way  to  reach  and  destroy,  or  excise,  Meckel's  ganglion. 

The  Mental  Branch  of  the  Inferior  Dental  is  found  below 
the  depressor  anguli  oris  muscle,  midway  between  the  alveolus 
and  the  lower  border  of  the  jaw  in  the  adult.  It  may  either  be 
stretched  "  subcutaneously  "  or  by  the  direct  method,  in  a  manner 
similar  to  the  preceding  nerves,  and  should,  if  possible,  be  reached 
by  an  incision  through  the  mucous  membrane  of  the  mouth. 

The  Trunk  of  the  Inferior  Dental  may  be  exposed  by  making 
an  incision  over  the  ramus  of  the  lower  jaw,  trephining  over  the 
l)oint  where  it  enters  the  dental  canal,  and  then  excising  a  por- 
tion of  the  nerve.  It  can  also  be  reached  by  making  an  incision 
innnediately  in  front  of  the  masseter,  disj^lacing  the  fatty  tissue 
and  the  buccinator  muscle  forwards,  and  then,  by  means  of  a  blunt 
hook,  the  nerve  may  be  caught  and  stretched  or  divided.  The 
objections  to  this  method  are— (1)  The  great  risk  of  dividing  the 
branches  of  the  facial  nerve,  and  (2)  one  is  very  ai)t  to  open  into  •> 
the  cavity  of  the  mouth. 

In  trephining  the  ramus,  remember  that  the  nerve  enters  the 
canal  on  a  level  with  the  upper  border  of  the  molar  teeth,  at  a  point 
rather  nearer  the  posterior  than  tlie  anterior  edge  of  the  ramus. 
In  this  operation  two  important  points  should  be  kept  in  mind — 
(1)  To  make  the  external  incision  in  sucli  a  way  that  the  facial 
nerve  will  not  be  injured;  either  make  it  parallel  with  the  nerve 
at  the  point  where  you  Avisli  to  trcpliine,  or  else  go  below  tlie  level 
of  the  nerve  and  make  a  curved  incision  over  the  angle  of  the  jaw, 
and  turn  up  the  masseter.  In  this  way  the  branches  of  the  facial 
nerve  are  lifted  up  with  the  llap.  (2)  The  second  important  point 
is  not  to  open  into  tlie  cavity  of  the  mouth,  for  then  it  will  be 
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impossible  to  keej^  the  wound  aseptic.  In  making  the  incision,  we 
must  also  avoid  wounding  Stenson's  duct.  We  may  trephine — 
(1)  So  as  to  find  the  nerve  before  it  enters  the  bone,  or  (2)  so 
as  to  find  it  in  the  bone.  It  is  i^robably  better  to  take  it  just 
before  or  at  its  entrance  into  the  bone,  because  at  this  point  the 
lingual  nerve  may  also  be  divided  through  the  same  opening.  Both 
nerves  in  this  situation  lie  on  the  internal  pterygoid  muscle,  the 
lingual  norve  being  about  half-an-inch  anterior  to  the  inferior 
dental.  Between  the  cavity  of  the  mouth  and  the  nerves  in 
question  we  have  —  (1)  Part  of  the  internal  lateral  ligament  of 
the  lower  jaw,  (2)  the  internal  pterygoid  muscle,  (3)  part  of  the 
superior  constrictor  of  the  pharynx,  and  (4)  the  mucous  membrane 
of  the  mouth. 

In  using  an  incision  parallel  with  the  branches  of  the  facial 
nerve,  over  the  point  where  we  wish  to  trephine,  the  following 
Structures  will  probably  be  divided  —  (1)  The  skin  and  the 
superficial  and  deep  fascia,  (2)  some  outlying  lobules  of  the  parotid 
gland  or  socia,  (3)  the  facial  vein  or  some  of  its  large  tributaries, 
,(4)  the  masseter  muscle,  (5)  the  periosteum,  and  (6)  bone.  After 
having  made  the  incision  through  the  soft  parts  and  the  periosteum, 
this  latter  structure  should  be  turned  aside  Avitli  the  elevator;  the 
trephine  is  then  applied,  and  the  circle  of  bone  removed,  the  nerves 
Looked  up,  and  as  nmch  as  possible  of  their  trunks  excised.  By 
the  parallel  incision  the  branches  of  the  facial  nerve,  the  transverse 
facial  vessels,  and  the  duct  of  the  parotid  gland  will  usually  escape 
injury. 

The  Auriculo-Temporal  Nerve  may  be  reached  as  it  cro.sses 
the  root  of  the  zygoma,  and  heldnd  the  temporal  artery ;  expose 
the  nerve  by  an  incision  parallel  to  its  course,  and  stretch  it,  taking 
care  of  the  temporal  vessels.  _ 

Before,  however,  resorting  to  such  extreme  measures  for  tlie 
relief  of  neuralgia,  etc.,  it  is  a  good  plan  ahvays  to  examine  the 
mouth,  and  eiirect  the  patient  to  get  rid  of  all  rotten  teeth,  which 
iire  perhaps  the  most  common  cause  of  neuralgia. 

Division  of  tfie  Lingual  Nerve  ("  Gustafory"). — This  being 
Clie  nerve  of  common  sensation  to  the  anterior  two  tliii'ds  of  the 
tongue,  its  division  has  been  practised  inside  the  mouth,  with  the 
view  of  relieving  the  pain  of  cancerous  ulcers  of  that  organ,  and 
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diminisliing  the  profuse  salivation  in  cases  where  operation  is  out 
of  the  question.  It  is  a  branch  of  the  third  division  of  the  fifth, 
and  opposite  the  second  molar  tooth  it  is  simply  covered  by  the 
mucous  membrane  of  the  floor  of  the  mouth. 

1.  Hilton's  Plan.  —  This  is  to  divide  the  nerve  opposite  the 
second  molar  tooth,  where  it  can  be  raised  by  a  blunt  hook,  seen, 
and  divided;  here  it  is  only  covered  by  the  mucous  membrane. 
But  in  cases  where  the  disease  has  involved  the  floor  of  the  mouth 
this  plan  is  inapplicable,  and,  further,  the  guides  to  the  spot  in 
question  are  not  quite  definite. 

2.  Mp  Lucas  gags  the  patient  and  then  passes  a  strong  silk 
ligature  through  the  tip  of  the  tongue,  and  pulls  it  forwards,  and 
to  the  'opposite  side  to  that  on  which  he  is  to  divide  the  nerve.  In 
this  way  the  nerve  is  seen  standing  out  as  a  firm  cord,  extending 
from  the  angle  of  the  jaw  along  the  side  of  the  tongue.  A  sharp 
hook  is  next  passed  beneath  it,  the  mucous  membrane  divided  over 
it,  and  the  nerve  then  cut,  stretched,  or  a  portion  removed,  as  the 
Surgeon  may  think  fit. 

3.  Moore's  Plan.  —  He  divides  the  nerve  further  back  than 
]\Ir  Hilton,  and  takes  as  his  guide  the  last  molar  tooth. 

Guide. — A  line  drawn  from  the  middle  of  the  crown  of  the  last 
molar  tooth  to  the  angle  of  the  jaw.  The  junction  of  the  upper 
with  the  middle  third  of  this  line  indicates  the  point  where  it 
should  be  divided.  It  lies  about  half -an -inch  from  the  tooth, 
between  it  and  the  anterior  pillar  of  the  fauces,  parallel  with, 
but  behind  and  below  the  jn'ominent  alveolar  ridge  on  the 
inner  side  of  the  body,  and  ascending  ramus  of  the  lower  jaw. 
Enter  the  knife  about  three-quarters  of  an  inch  behind  and  below 
the  last  molar  tooth,  and  cut  down  to  the  bone,  and  the  nerve  is 
certain  to  be  divided.  It  is  doubtful  if  mere  division  of  a  nerve 
will  cure  neuralgia,  as  the  nerve  usually  unites  again  with  great 
rapidity;  it  would  probably  be  better,  therefore,  to  remove  an  inch 
or  so  of  tlic  nerve,  as  it  has  been  found  that  anything  under  an 
inch  will  almost  certainly  unite,  so  great  is  the  growth  from  the 
central  end  of  the  divided  nerve.  The  reason  why  the  nerves 
unite  so  very  readily  and  surely  after  division  or  excision  for 
neuralgia,  is  because  they  are,  as  a  rule,  in  bony  canals,  and  the 
canal  acts  as  guide  to  the  central  end,  leading  it  to  the  proximal 
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end;  hence,  the  central  end,  instead  of  forming  a  bulbous  mass, 
unites  with  the  proximal.  The  cause  of  neuralgia  of  the  fifth 
nerve  is  very  frequently  bad  teeth,  but  there  are  other  causes 
besides  the  so-called  "idiopathic."  The  nerves  are  enclosed  in 
rigid  canals  lined  with  periosteum  and  are  accompanied  by  venous 
and  arterial  plexuses ;  any  slight  swelling  of  the  periosteum, 
therefore,  may  press  on  the  nerve  and  give  rise  to  para.  Vasomotor 
changes  also,  by  dilating  the  arteries,  may  produce  the  same  effect, 
as  well  as  passive  venous  congestion.  It  is  a  curious  fact  how  an 
aching  tooth  seems  to  grow  better  all  at  once  when  one  sets  out 
for  the  dentist's  consulting  room :  the  cause  is  probably  due  to 
contraction  of  the  vessels,  from  the  peculiar  mental  state  stimulating 
the  vaso-motor-  centre. 

THE  TONSILS. 

The  tonsils  are  glandular  organs,  consistmg  of  much  adenoid 
tissue  and  mucous  glands.  In  the  substance  are  a  number  of 
recesses  (twelve  to  fifteen)  from  which  numerous  foUicles  branch 
out  into  the  gland;  the  recesses  open  by  small  orifices  on  the 
surface.  Around  the  follicles  are  a  number  of  closed  capsules  of 
adenoid  tissue,  resembling  the  solitary  glands  of  the  intestines. 
The  follicles  and  recesses  contain  a  thick  greyish  secretion;  Avhen 
inflamed,  plugs  of  thickened  mucus  and  softened  epithelium  fill 
the  openings  on  the  surface,  causing  great  foetor  of  breath,  from 
the  decomposing  epithelium,  and  give  rise  to  an  ajDpearance  often 
called  "diphtheria" — from  the  whitisli-yeUow  patches  plugging 
the  recesses.  It  is  extremely  difficult  to  distinguish  follicular 
tonsillitis  from  true  diphtheria  with  certainty;  if  the  redness  and 
patches  are  also  found  upon  the  uvula,  in  all  probability  it  is 
diphtheria,  but  if  limited  to  the  tonsils  it  is  impossible  to  sa^vith 
certainty.  There  can  be  little  doubt  but  that  unhealthy  tonsils 
are  a  very  frequent  cause  of  tubercular  disease  of  the  glands  of 
the  neck,  and  even  more  widespread  tubercular  disease;  it  is  a 
question  also  whether  they  are  not  the  source  of  entrance  into 
the  blood  of  many  of  the  organisms  causing  so-called  idiopathic 
diseases,  as  acute  necrosis,  fevers,  etc.  Sewer  gases  seem  to  have 
a  special  tendency  to  affect  chronically  enlarged  and  inflamed 
tonsils,  especially  i\\  cases  where  the  gases  gain  admis-sion  to 
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sleeping  rooms.  The  tonsils  are  situated  between  the  anterior  and 
the  posterior  pillars  of  the  soft  palate;  on  the  outer  side  they  rest 
against  the  superior  constrictor,  and  just  outside  this  again  we  find 
the  ascending  pharyngeal  and  the  internal  carotid  arteries.  On 
the  surface,  they  correspond  to  the  angle  of  the  lower  jaw.  The 
tonsils  are  a  long  way  from  the  mouths  of  the  Eustachian  tubes, 
and,  even  when  they  are  enlarged,  they  could  not  cause  deafness 
by  pressing  on  these  tubes;  the  deafness  accompanying  this  con- 
dition is  due  to  hypertrophy  of  the  pharyngeal  tonsils  {"adenoid 
vegetations  "  of  the  naso-pharynx).  When  inflamed,  the  lymphatic 
glands  at  the  angle  of  the  jaw,  just  over  the  tonsil,  enlarge,  and 
hence  give  rise  to  the  false  impression  that  the  enlarged  tonsils 
thentselves  can  be  felt  beneath  the  skin. 

The  Arteries  of  the  tonsils  come  from  dorsalis  lingu£E,  facial  in 
the  neck  (ascending  palatine  and  tonsillar),  and  internal  maxillary 
arteries  (the  descending  palatine),  and  sometimes  an  aberrant  large 
branch  from  the  internal  carotid,  and  which  may  cause  serious 
haemorrhage  in  excision  of  the  gland.  The  NerVBS  are  derived 
from  the  glosso-pharyngeal,  and  the  second  division  of  the  fifth 
through  Meckel's  ganglion.  In  malignant  disease  there  is  intense 
pain  shooting  up  the  side  of  the  head  along  the  temporal  and 
auriculo-temporal  nerves  which  the  patient  thinks  is  ear-ache,  and 
hence  puts  a  plug  of  wool  in  his  ear. 

Lymphatics.  —  The  lymphatics  from  the  tonsil  pass  to  the 
glands  near  the  great  horn  of  the  hyoid  bone  and  deep  cervical 
set,  also  to  the  deep  parotid,  and  through  them  to  the  group  at 
the  angle  of  the  jaw.  In  cancerous  tumours,  therefore,  tlieso 
groups  will  enlarge. 

Removal  of  the  Tonsils.— In  health  the  tonsils  do  not  project 
beyond  the  level  of  the  palatine  arches.  If  they  are  much  enlarged 
they  interfere  with  respiration,  causing  defective  development, 
attacks  of  fever,  sore  throat,  and  predispose  to  diplitheria,  and 
should  therefore  be  removed;  this  may  be  done  by  a  i)robe-pointed 
bistoury,  with  plaster  round  its  heel,  so  that  the  lip  and  tongue 
may  not  be  cut  (see  Fig.  121).  Seize  the  tonsil  by  a  vulsellum, 
pass  the  knife  directly  hacJmards  in  the  line  of  the  second  molar 
tooth,  and  cut  downwards  and  inwards,  and  on  no  account  turn 
the  edge  of  tlic  knife  outwards,  lest  tlic  internal  carotid  artery 
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or  the  ascending  pharyngeal  branch  of  the 
external  carotid,  be  injured,  there  being 
Qothing  covering  these  vessels  at  this  point 
Bxcept  the  pharyngeal  aponeurosis  and  the  • 
superior  constrictor  of  the  pharynx.  The 
adult  should  not  require  chloroform  as  the 
tonsils  are  not  very  sensitive,  but  children 
require  it.  The  child  is  gagged  and  the 
tonsil  removed  either  by  the  knife  or 
guillotine,  only  be  very  careful  that  blood 
does  not  pass  into  the  larynx. 

The  knife  (Fig.  121)  to  use  is  a  straight, 
[)vobe-pointed  bistoury,  cutting  to  the  point ; 
it  must  be  very  sliarp,  so  as  not  to  necessi- 
tate sawing  of  the  tonsil.  The  tonsil  should 
not  be  "  excised  "  when  acutely  inflamed — 
(1)  Because  it  is  more  painful;  (2)  it  may 
bleed  pretty  freely;  (3)  and  most  important, 
it  is  brittle,  and  crumbles  away  in  the  grip 
af  the  vulsellum.  Leave  it  till  it  is  chronic, 
when  the  tissue  is  sufficiently  tough  to  hold 
by  the  vulsellum.  Mr  Spence  directs  that 
the  tonsil  should  be  cut  from  belmo  uptoards 
•xnd  inwards. 

The  recesses  on  the  inner  surface  of 
She  tonsil  are  shaped  like  Florence  flasks; 
lience,  the  narrow  necks  are  apt  to  become 
blocked  \\^,  and  then  the  wide  part  below 
forms  a  very  suitable  receptacle  for  fermen- 
tative changes,  and  for  the  growth  of  septic 
md  other  organisms.  Some  believe  that 
;o  tliis  condition  we  miist  attribute  the 
lypertrophied  tonsils  and  the  enlarged 
glands  in  the  neck,  and  tlierefore  propose 
;hat,  instead  of  "  excising  "  tlie  tonsil,  we 
should  pass  a  blunt  hook  into  the  orifices 
ind  tear  up  the  brittle  tonsil  substance,  so 
IS  to  destroy  the  narrow  ncclc  and  secure 


Fig.  121, 
Knife  for  Excision 
OF  Tonsil. 


Piaster. 


The  kiiifo  is  a  straight  prolx!- 
poiiited  l)ist(»iry  ciiltiiig 
to  Utr  poiul. 
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free  drainage.  Tliis,  to  the  patient,  seems  a  less  formidable 
operation,  and  could  be  best  done  when  the  tonsil  is  brittle — jnst 
after  an  acute  attack  of  tonsillitis ;  the  question,  however,  is  "still 
suh  judice. 

Abscess  of  the  Tonsil. — To  open  an  abscess  of  the  tonsil,  the 
bistoury  must  be  passed  directly  backwards  in  the  line  of  the  second 
molar  tooth,  with  the  edge  directed  inwards  and  upwards ;  shovild 
the  patient  refuse  to  have  it  "  ojjened,"  he  must  be  told  of  the  risk 
— viz.,  that  it  may  burst  during  the  night,  when  he  is  asleep,  and 
choke  him.  The  abscess  usually  tends  to  jDoint  at  the  upper  part, 
about  the  junction  of  the  anterior  palatine  arch  with  the  palate,  or 
almost  in  the  palate  itself. 

THE  TEMPORO-MAXILLARY  ARTICULATION. 

This  is  described  as  an  arthrodial,  but  it  also  partakes  of  the 
cliaracter  of  a  hinge  joint,  and  has  in  addition  a  rolling  movement, 
resembling  in  these  particulars  the  knee  joint. 

Ligaments. — (1)  The  external  lateral,  from  the  tubercle  of  the 
zygoma  downwards  and  backwards  to  tlie  outer  surface  and  the 
posterior  border  of  the  neck  of  the  lower  jaAv.  (2)  The  internal 
lateral,  from  the  s^Dine  of  the  sphenoid  to  the  inner  margin  of  the 
dental  foramen ;  between  this  ligament  and  the  jaw  we  find  the 
interfial  maxillary  artery,  and  the  inferior  dental  vessels  and 
nerves.  (3)  The  stylo -maxillary,  from  the  apex  of  the  styloid 
process  to  the  angle  and  posterior  border  of  the  ramus  of  the  lower 
jaw;  this  ligament  separates  the  parotid  from  the  submaxillary;, 
gland.  (4)  The  capsular,  a  thin,  loose  structure  surrounding  the 
joint.  (.5)  The  inter-articular  cartilage,  which  consists  of  white 
libro- cartilage,  and  is  placed  horizontally  between  the  condyle  and 
the  glenoid  cavity.  It  is  connected  by  its  circumference  to  the 
various  ligaments  surrounding  the  joint,  and  in  front  specially  to 
the  tendon  of  the  external  pterygoid  muscle.  There  are  usually 
two  sijnovial  ineml/ixmes. 

The  Nerves  of  the  joint  are  derived  from  the  auriculo-tcmporal 
and  the  nerve  to  the  massctcr  muscle.  There  are  two  sets  of  move- 
ments hi  this  joint— (1)  Side  to  side  and  forwards  and  backwards, 
which  are  accomplished  by  a  horizontal,  gliding  movement  of  the 
fibro- cartilages  and  condyles  upon  the  glenoid  cavities.  These 


38 


Applied  Anatomy: 


movements  are  to  a  groat  extent  caused  by  the  external  pter3'goid 
mnscle,  and  the  importance,  therefore,  of  its  attachment  to  hoth 
the  bone  and  cartilage  is  evident ;  were  it  not  so,  "  subluxation  " 
or  "internal  derangement"  would  be  much  more  frequent  than 
it  is.  (2)  Hinge-like  movements,  which  take  place  between  the 
condyle  and  the  cartilage. 

Movements. — The  mouth  is  opened  by  the  anterior  belly  of  the 
digastric,  mylo-hyoid  and  geno-hyoid  muscles,  and  gravity.  It  is 
closed  by  the  masseter,  the  anterior  part  of  the  temporal,  and  the 
internal  pterygoid.  The  chin  is  protruded  by  the  simultaneous 
action  of  the  external  pterygoids,  and  retracted  by  the  posterior 
fibres  of  the  temporal.  The  grinding  movement  is  caused  by  the 
alternate  action  of  the  two  external  pterygoids. 

The  condition  of  the  lower  ja-sv  at  difi"erent  periods  of  life  is 
of  considerable  importance  in  medico-legal  practice.  At  birth,  the 
bone  consists  of  two  lateral  halves,  united  by  cartilage  ;  the  body 
is  a  mere  shell  containing  the  sockets  of  the  milk  teeth,  and 
consists  of  the  alveolar  portion  of  the  body  only — the  part  ahove 
the  oblique  lines — and  the  angle  is  obtuse.  ToAvards  puberty  the 
basilar  part,  or  the  part  heloio  the  oblique  line,  has  grown  to  a 
considerable  extent,  and  the  angle  is  less  obtuse.  In  the  adult, 
the  two  parts  of  the  body — the  alveolar  and  basilar — are  fully 
developed,  the  mental  foramen  is  midway  between  the  upper  and 
the  lower  borders,  the  ramus  is  almost  vertical,  and  joins  the 
body  nearly  at  right  angles.  In  old  age,  when  the  teeth  fall  out 
and  their  sockets  are  absorbed,  the  basilar  pai'tr  alone  remains,  and 
hence  the  most  of  the  body  is  below  the  oblique  line ;  the  dental 
canal  and  the  mental  foramen  are  close  to  the  upper  edge  of  the 
body,  the  rami  are  oblique,  the  angle  is  obtuse,  and  the  chin 
approaches  the  nose. 

Dislocation  of  tfie  Lower  Jaw.— This  is  perhaps  tlie,  most 
common  muscular  dislocation.  It  is  usually  caused  by  some 
sudden  exertion  on  the  part  of  the  patient,  or  spasmodic  action 
of  the  depressors  of  the  jaw,  as  in  gaping,  fits  of  laughter, 
attempting  to  take  too  large  a  bite,  etc.  It  may  be— (1)  unilateral 
or  incomplete ;  (2)  bilateral  or  complete,  according  as  one  or  both 
of  tlie  condyles  are  displaced.  When  the  mouth  is  opened  the 
condyle,  with  the  inter-articular  fibro-cartilnge,  glides  forward  on  to 
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the  emiuentia  articularis;  but  if  tliis  be  continued  too  far,  and  if, 
at  the  same  time,  the  external  pterygoid  muscle  contracts  forcibly, 
the  condyle  slips  forward  into  the  zygomatic  fossa.  In  this  way 
a  dislocation  is  produced.  Considerable  difficulty  is  sometimes 
experienced  in  reducing  these  dislocations ;  as  to  the  exact  cause 
of  this  there  is  some  difference  of  opiuion,  Nelaton  believes  that 
it  is  caused  by  the  coronoid  process  locking  against  the  malar  bone, 
and  in  one  case  at  least  this  has  been  shown  to  be  possible;  but 
Mr  Heath  simply  attributes  it  to  excessive  muscular  action,  the 
bone  being  pulled  upwards  by  the  temporal,  internal  pterygoid, 
and  masseter  muscles.  Probably  during  the  wide  gape  some  of 
the  sensory  twigs  of  the  fifth  are  squeezed,  and  the  stimulus  thus 
communicated  to  the  nerve  may  reflexly  cause  contraction  of  the 
muscles  that  pull  forward  and  depress  the  jaw.  It  is  most  likely 
to  be  the  auriculo-temporal  nerve  that  is  irritated  in  the  same  way, 
for  example,  as  in  ear  yawning.  The  capsular  ligament  is  not 
ruptured,  and  reduction  is,  as  a  rule,  easily  accomplished  by  dis 
engaging  the  condyle,  by  pressing  down  with  the  thumbs,  guarded 
by  a  towel,  in  the  mouth  behind  the  last  molar  tooth,  while  at  the 
same  time  the  chin  is  pushed  upwards  and  backwards  by  the 
fingers. 

Fracture  of  the  Lower  Jaw. — It  is  caused  by  severe  direct 
violence.  The  most  common  situation  is  near  the  canine  tooth,  on 
one  or  other  side,  as  at  this  point  the  jaw  is  weakened  by  the  deep 
fang  of  that  tooth  as  well  as  the  mental  foramen;  it  is  next  most 
frequently  fractured  at  the  angle,  and  lastly  close  to  the  symphysis : 
occasionally  the  neck  of  the  condyle,  or  the  coronoid  process  may  be 
broken.  Very  often  the  fracture  is  double,  near  the  canine  tooth  on 
one  side  and  at  the  angle  on  the  other.  The  mucous  membrane  is 
nearly  always  lacerated,  and  the  fracture  is  therefore  compound; 
the  mental  branch  of  the  fifth  is  very  often  injured,  either  by  the 
fracture  directly,  or  a  week  or  two  after,  by  the  growth  and 
ossification  of  the  "  callus ;"  this  is  indicated  by  an  anesthetic 
patch  on  the  chin  and  lips.  The  teeth  are  generally  displaced, 
or  may  bo  split  and  fall  down  between  the  broken  surfaces ;  all 
split  portions  and  fangs  must  be  carefully  removed  before  the 
bones  are  moulded  into  position.  The  fragments  are  usually 
displaced  by  the  force  that  broke  the  bone.   As  regards  muscular 
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action,  fit  the  angle  the  masseter  and  the  internal  pterygoid 
practically  balance  each  other;  Avhen  the  fracture  is  near  the 
canine  tooth,  the  mylo-hyoid  tends  to  pnll  the  broken  bone 
inwards;  in  a  fracture  on  each  side  of  the  symphysis,  the  central 
portion  would  be  pulled  downwards  and  backwards  by  the  mylo- 
hyoid, genio-hyoid,  the  genio-hyoglossus,  and  the  other  depressor 
muscles  of  the  jaw.  Great  care  must  be  exercised  in  the  treat- 
ment of  this  form  lest  the  tongue  fall  back,  or  be  forced  back  by 
the  splint  or  bandage,  and  choke  the  patient. 

Treatment.— Mould  the  jaw  into  proper  shape,  and  then  keep 
the  lower  jaAv  fixed  against  the  upper  one  by  a  four-tailed  bandage; 
in  this  way  the  upper  jaw  acts  as  a  splint.  Some  wire  the  teeth 
together,  but  this  is  apt  to  spoil  them;  others  use  a  poroplastic 
or  gutta  percha  splint,  moulded  to  the  jaw,  embracing  it  in  front 
and  below ;  this  is  of  doubtful  utility,  as  the  displacement  is  not 
outwards  but  towards  the  mouth.  Thomas  drills  and  wires  the 
broken  fragments  togetlier.  The  patient  will  have  to  be  fed 
through  the  gap  behind  the  last  molar  tooth,  or  where, other  teeth 
have  been  lost,  yj\i\  fluid  food;  all  talking  must  be  interdicted. 

The  Four-tailed  Bandage.— Take  a  cotton  bandage,  three 
inches  wide  and  four  to  four-and-a-half  feet  in  length  (a  little 
more  than  twice  the  circumference  of  the  head),  and  fold  it  on 
itself  at  its  middle  ;  then  make  a  slit  large  enough  to  admit  the 
patient's  chin— but  not  in  the  centre  of  the  breadth,  but  in  such 
a  way  that  two  inches  may  be  on  one  side  and  one  on  the  other. 
Lastly,  make  it  four-tailed  by  splitting  it  le%thwise,  in  the  same 
manner  as  the  chin  slit,  to  within  two  inches  of  the  slit  on  each 
side ;  m  this  way  there  are  two  broad  and  two  narrow  tails. 

To  apply.— Insert  the  point  of  the  patient's  chin  into  the  slit, 
m  such  a  way  that  the  broad  part  of  the  bandage  is  underneath 
the  jaw,  and  take  the  two  broad  tails  and  bring  them  up  and  tie 
loosely  over  the  vertex ;  then  carry  the  narrow  ends  back  to  a  jioint 
behind  and  below  the  occipital  protuberance  and  tie  them  there ;  or, 
better,  cross  them  there,  lead  them  forwards  to  the  forehead,  and 
tie  in  front.  Readjust  and  tiglitcn  the  broad  half  of  the  bandage, 
and  put  in  safety  pins  at  tlie  points  where  the  bandages  cross  each 
other;  this  will  prevent  them  slipping.  This  bandage  may  be  used 
alone,  or  outside  the  moulded  gutta  percha  splint. 
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"Subluxation"  is  probably  caused  by  a  want  of  liarmony 
between  the  movements  of  tlie  condyle  and  the  fibro-cartilage, 
from  some  fault  of  the  external  pterygoid  mnscle  ;  hence,  the  bone 
slips  for  a  moment  in  front  of  the  cartilage- — which  it  can  easily, 
do  as  the  capsule  is  so  loose — where  it  is  held  fixed  for  a  little, 
but  can  usually  be  put  to  rights  by  the  patient  himself,  the 
reduction  being  accompanied  by  an  audible  snap.  This  corres- 
jDonds  to  Hey's  "internal  derangement"  of  the  knee  -joint,  and 
should  be  treated  in  a  similar  manner. 

Bursas  in  the  Neck. — (1)  There  is  one  in  front  of  the  "pomuni 
Adami;  (2)  another  between  the  thyroid  cartdage  and  the  posterior 
surface  of  the  hyoid  bone;  (3)  and  one  between  the  genio-hyoid 
and  the  genio-hyoglossus  muscles.  The  third  may  not  be  present; 
either  of  the  bursee  may  occasionally  be  enlarged.  The  first  is  the 
one  usually  enlarged,  and  when  it  is  so,  it  forms  a  tense  rounded 
tumour,  in  front  or  at  the  side  of  the  thyroid  cartilage,  and  moves 
with  the  larynx  during  deglutition.  Swellings  that  rise  thus  during 
deglutition  are  the  bursal  cysts  above  mentioned,  swellings  of 
the  thyroid  gland  ( Ironehocele  or  goitre),  and  cysts  in  connection 
with  the  thyroid.  By  this  sign,  among  others,  one  can  distinguish 
these  swellings  from  aneurism  of  the  carotid,  sebaceous  and  dermoid 
cysts.  The  one  between  the  muscles  of  the  tongue,  when  enlarged, 
may  simulate  a  ranula,  only  it  projects  chiefly  into  the  neck,  in 
front  of  the  larynx,  and  not  so  much  into  the  floor  of  the  mouth, 
and  is  in  the  middle  line ;  it  also  forms  one  of  the  varieties  of 
"  hydrocele  of  the  neck." 

Venesection  from  External  Jugular. —  This  maybe  useful  in 
cases  of  croup  in  young  children,  apoplexy  in  adults,  or  in  venous 
congestion  of  the  head  or  chest.  The  course  of  the  vein  may  be 
indicated  by  a  line  drawn  from  the  angle  of  the  jaw  to  the  middle 
of  the  clavicle.  The  vein  is  crossed  obliquely  by  the  fibres  of  the 
platysma,  their  relative  positions  being  represented  very  nearly  by 
the  letter  X.  To  secure  a  good  flow,  the  cut  in  the  vein  must  be 
oblique,  because  if  longitudinal  the  edges  would  not  gape.  ]>ut 
the  external  jugular  must  not  bo  opened  by  a  single  oblique  thrust 
at  once,  Ijccausc  the  cut  would  then  be  parallel  with  the  fibres 
of  the  platysma,  which  by  their  contraction  woidd  prevent  the 
free  exit  of  the  blood,  and  might  give  rise  to  extravasation  and 
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thrombus.  It  should  be  opened  about  the  middle  of  the  neck 
while  it  lies  ou  the  sterno-mastoid,  because  at  this  point  it  is 
most  superficial  and  more  firmly  fixed.  (1)  Compress  the  vein 
at  the  lower  part  of  the  neck  (t.e.,  on  the  proximal  side)  with 
the  thumb  of  the  left  hand  to  make  it  "rise,"  and  also  to  prevent 
the  entrance  of  air  after  the  vessel  is  opened;  some  do  this  by- 
means  of  a  thick  compress  over  the  lower  part  of  the  vein,  held  in 
position  by  a  bandage  passed  around  the  neck  and  under  the  opposite 
axilla  instead  of  simply  using  the  thumb  (Fig.  122).  (2)  Make 
an  incision  in  the  sMn  only,  obliquely  to  the  course  of  the  vein. 


Fig.  122. 
Venesection  from  External  Jugular. 


(3)  Divide  the  fibres  of  the  platysma  transversely.  (4)  Open  the 
vein  by  an  oblique  incision  (exactly  the  same  direction  as  that 
made  in  the  skin,  but  rather  smaller).  To  stop  the  bleeding 
place  a  pad  of  boracic  lint  over  the  wound  and  hold  in  position 
by  a  domett  bandage  and  plenty  of  cotton  avooI. 

Internal  Jugular  Vein.— This  is  the  continuation  of  the  lateral 
sinus,  and  just  at  the  base  of  the  skull  it  is  dilated  into  a  sinus 
or  rjulf.  It  lies  to  the  outer  side  of  the  internal  and  common 
carotids,  and  joins  witli  the  subclavian  to  form  the  innominate 
vein.  At  first  it  lies  on  the  rectus  lateralis  and  to  tlic  outer  side 
of  the  internal  carotid  and  the  eighth  pair  of  nerves;  lower  down 
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the  glosso-pliaryngeal  and  the  ninth  nerve  pass  forwards  between 
the  artery  and  the  vein,  while  the  spinal  accessory  passes  obliquely 
outwards  behind  (sometimes  in  front  of)  the  vein,  and  the  vagus 
passes  downwards  behind  and  between  the  artery  and  vein.  On 
the  right  side,  at  the  root  of  the  neck,  the  vein  is  a  little  way  to 
the  outer  side  of  the  common  carotid,  but  on  the  left  side  it  usually 
crosses  the  artery  at  this  point.  The  right  internal  jugular  crosses 
the  first  part  of  the  subclavian  artery.  In  the  jugular  foramen  this 
vein  lies  in  the  posterior  compartment,  the  end  of  the  inferior 
petrosal  sinus  in  the  anterior,  and  the  three  divisions  of  the  eighth 
pair  of  nerves  in  the  middle  compartment. 

ArteTiotomy  from  Anterior  Branch  of  Temporal. — This  may 
be  necessary  in  affections  of  the  eye,  e.g.,  in  iritis  when  there  is 
great  pain,  although  leeches  are  usually  preferred.  Its  pulsations 
can  be  felt  about  one  inch  and  a  quarter  behind  the  external 
angular  process  of  the  frontal  bone.  Compress  on  the  distal  side 
of  the  intended  opening,  to  fill  and  distend  the  vessel  (veins 
should  be  compressed  on  the  proximal  side).  Expose  it  by  cutting 
through  the  superficial  structures  and  the  dense  fascia  covering  it, 
and  then  make  an  oblique  opening  into  it,  taking  care  not  to  cut 
it  completely  through.  To  stop  the  flow,  cut  the  artery  completely 
through,-  when  its  coats  will,  as  a  rule,  contract  and  retract  sufficiently 
to  stop  the  bleeding ;  if  not,  secure  by  acupressure,  or  ligature  the 
cut  ends.  A  pad  is  then  to  be  placed  over  the  wound,  and  held  in 
position  by  a  "stella"  bandage. 

BRANCHIAL  CYSTS  AND  FISTULA. 

About  the  beginning  of  the  second  month  of  foetal  life  the 
pharynx  forms  an  open  cavity  bounded  on  each  side  by  four 
branchial  or  visceral  arches  with  their  corresponding  clefts.  The 
upper  end  of  the  cartilage  of  the  first  visceral  arch  (Meckkl's 
cartilage)  is  ossified  into  the  malleus,  and  in  the  membrane  sur- 
rounding the  rest  of  this  cartilage  the  lower  jaw-bone  is  formed ; 
when  the  lower  jaw  is  very  small  or  altogether  Avanting,  it  is  from 
some  arrest  of  development  of  this  arch.  From  the  cartilage  of  the 
.'iecond  arch  are  developed  the  incus  and  stapes,  the  styloid  process, 
and  the  lesser  cornu  of  tlie  hyoid  bone,  and  possil)ly  also  the  stylo- 
hyoid ligament.    From  the  third  arch  is  formed  the  great  cornu 


44 


Applied  Anatomy: 


and  body  of  the  liyoid  bone.  The  fourth  arch  assists  in  forming 
the  soft  tissues  of  the  neck.  From  the  first  cleft  the  external 
auditory  meatus,  the  tymi^anic  cavity,  and  the  Eustachian  tube  are 
developed;  the  other  clefts  should  unite  during  early  foetal  life. 
The  position  of  the  second  cleft  is  between  the  lower  jaw  and  the 
hyoid  bone;  the  internal  orifice  of  this  cleft  corresponds  to  the 
fossa  of  EosENMULLER.  The  tliird  cleft  is  sometimes  met  with 
passing  from  over  the  thyroid  body  towards  the  great  cornu  of 


Fig.  123. 
Lines  of  the  Branchial  Clefts. 


the  hyoid  bone;  it  may  sometimes  communicate  with  the  trachea. 
T\\Qfo2irth  cleft  passes  along  the  anterior  edge  of  the  sterno-mastoid, 
and  may  communicate  with  the  trachea  or  <x\sophagus  (Fig  123). 

Branchial  Fistulas  are  formed  in  two  ways— (1)  Wliere  the 
entire  tract  remains  open;  and  (2)  where  one  end  is  closed,  the 
other  end  opening  on  tlic  skin,  the  trachea,  or  resophagus.  They 
form  indurated  tracts  with  a  tliick,  honey-like  s(>crction,  whicli 
thickens  over  the  cutaneous  orifice;  should  it  communicate  with 
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the  trachea  or  oesophagus,  air  or  food  "will  pass  through.  The 
only  cure  is  to  excise  the  whole  tract ;  should  it  communicate  with 
the  air  or  food  passages,  then  perform  Mr  Duncan's  operation  of 
separating  the  cutaneous  from  the  mucous  surface,  and  stitching 
each  to  each. 

Branchial  Cysts  are  formed  by  closure  of  the  cleft  at  both  ends 
while  the  middle  part  is  not  obliterated.  In  this  way  a  portion  of 
the  epiblast  is  included  and  embedded  in  the  deeper  tissues,  forming 
the  so-called  dermoid  cysts,  and  which  most  frequently  develop  into 
prominence  from  the  tenth  to  the  thirtieth  year.  It  is  doubtful, 
however,  whether  a  dermoid  cyst  and  a  branchial  cyst  are  the  same; 
the  germ  of  a  hranchial  cyst  is  laid  down  hefare  the  appendages 
of  the  sJcin  are  developed,  and,  therefore,  should  only  contain 
epitheliiim.  But  the  wall  of  a  dermoid  cyst  contains  hair  foUicles, 
sweat  and  sebaceous  glands,  and  occasionally  teeth,  nails,  fingers,  etc. 
Many  names  are  applied  to  these  congenital  cysts.  Koser  calls 
them  branchial  cysts;  Langenbeck,  dermoid  cysts  of  the  sheath 
of  the  internal  jugular  vein  ;  Schede,  deep-seated  atheromatous 
tumours ;  Virchow,  tumours  of  the  branchial  clefts ;  Mannoir, 
hydrocele  coUi  congenita;  Luschka  called  them  hygroma  colli, 
and  said  that  they  were  probably  a  cystic  degeneration  of  tlie 
"  carotid  ganglion  "  ;  and  Luecke,  atheromatous  cysts  of  lymphatic 
glands.  Very  often  these  tumours  have  a  close  connection  with 
the  slieath  of  the  internal  jugular  vein,  and  hence  they  will  be 
slightly  movable  from  side  to  side,  but  perfectly  immovable  from 
above  downwards.  The  serous  branchial  cyst,  or  hydrocele,  is 
found  in  children  or  in  young  adults;  the  walls  are  very  thin 
and  vascular,  and  the  contents  serous.  They  are  often  situated 
at  the  root  of  the  neck,  behind  the  stern o-mastoid,  and  may  dip 
down  to  the  first  rib  and  pleura,  and  arc  unilociilar,  and  may  be 
symmetrical.  Many  of  the  ranulas  about  the  base  of  the  tongue 
are  probably  dermoid  in  nature ;  this  variety  is  recognised  by  its 
deep  position  and  fixity,  and  the  absence  of  the  usual  opalescent  or 
bluish  appearance.  The  term  hygroma  is  more  properly  applied  to 
multilocular  fibro-cystic  tumours,  probably  from  the  intra-uterine 
transformation  of  a  subcutaneous  nscvus  of  ordinary  type,  or  it 
may  be  a  lyinphatic  nsevus ;  sometimes  one  may  liud  a  bit  of 
nrevoid  tissue  in  tlie  neighbourhood,  or  a  great  growth  of  hair. 


It  may  be  partly  solid  and  partly  cystic ;  it  occurs  in  the  sub- 
cutaneous tissue  in  tlie  middle  line  of  the  neck,  in  front  of  the 
trachea ;  it  also  forms  one  variety  of  the  congenital  sacro-coccygeal 
tumours. 

RANULA. 

This  is  a  name  applied  to  a  cj^stic  tumour  in  the  sublingual 
region,  pushing  up  the  tip  of  the  tongue,  and  carrying  the  body 
of  the  organ  upwards  and  backwards.  It  interferes  with  the  use 
of  the  tongue,  and  tlie  voice  is  harsh  and  croaking,  like  the  sound 
produced  by  the  croaking  of  frogs;  hence  the  term  ranula.  It 
also  interferes  with  deglutition,  and  may  even  affect  respiration, 
threatening  suffocation,  especially  in  cases  where  the  swelling 
forms  or  increases  rapidly,  as  it  does  in  the  form  known  as 
"acute  ramda." 

Varieties.  —  (1)  The  usual  fonu,  with  glairy  mucous  fluid.  It. 
forms  a  prominent  swelling  of  a  peculiar  bluish  tinge,  from  the 
contained  fluid  being  seen  through  the  mucous  membrane,  usually 
situated  on  one  side  of  the  middle  line.  The  cyst  waU  is  exceed- 
ingly thin,  and  seems  to  be  formed  by  part  of  the  natural  structures; 
it  is  almost  impossible,  and  quite  useless,  to  attempt  to  dissect  out 
the  cyst  in  the  usual  form  of  ranula. 

Its  nature  is  disputed — (a)  Some  regard  it  as  a  true  neoplasm 
— a  cyst  of  new  formation;  {h)  others  as  a  "  retention  cyst"  formed 
by  obstruction  of  a  mucous  follicle  under  the  tongue  ( =  ct  mucous 
cyst);  and  («)  by  others,  again,  it  is  regarded  as  a  "  retention  cyst," 
due  to  obstruction  of  some  of  the  acini  ( not  the  main  ducts)  of 
the  sublingual  or  the  submaxillary  glands,  as  by  a  calculus.  This 
vicAv  is  supported  by  the  imiformly  constant  position  and  the  rela- 
tions of  the  tumour,  and  the  slightly  sacculated  appearance  of  the 
cavity  when  opened,  and  the  absence  of  a  separate  cyst  wall.  Tlie 
objection  is  that  the  contents  are  not  like  saliva,  and  that  we  meet 
with  similar  swellings  on  the  lips,  whose  contents  are  also  exactly 
like  tlio  glairy  mucous  fluid  of  the  ranula.  {d)  There  is  another 
possible  origin  in  the  sublingual  bursa  mucosa,  or  space  between 
the  genio-hyoglossus  and  the  mucous  membrane  of  the  floor  of  the 
mouth,  lined  with  sqiiamous  epithelium,  (e)  A  ranula  may  also 
arise  in  connection  with  the  glands  of  Blandin  and  I^uhn.  These 
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glands  are  found  on  the  under  surface  of  tlie  tongue,  near  its  tip, 
under  the  mucoiis  membrane.  The  glands  are  of  the  racemose 
type  of  structure,  and  form  two  small  oblong  masses.  This  view 
of  the  possible  origin  of  these  tumours  receives  support  from  the 
fact  that  the  tongue  often  seems  to  be  hollowed  out  into  one  huge 
thin-walled  cyst  when  the  finger  is  introduced. 

Treatment. — Simple  incision  and  drainage,  as  sometimes  recom- 
mended, is  absolutely  useless,  and  a  seton  is  painful,  troublesome, 
'  and  unnecessary.  The  plan  to  be  adopted  is  to  seize  the  upper  wall 
of  the  swelling  with  a  pair  of  the  old  artery  forceps,  and  cut  out 
a  large  oval  portion  with  a  pair  of  scissors,  evacuate  the  contents, 
and  keep  this  opening  patent,  by  passing  a  probe  into  it  every  day, 
till  it  heals  from  the  bottom  upwards ;  some  paint  the  interior 
of  the  cavity  with  a  strong  solution  of  iodine  or  nitrate  of  silver, 
so  as  to  make  the  obliteration  quicker  and  more  certain.  The 
mucous  labial  cysts,  and  similar  growths  of  the  tongue,  are  treated 
in  the  same  way. 

(2)  Another  variety  of  ranula  is  the  dermoid  cyst,  with  porridge- 
like contents,  consisting  of  epithelial  cells,  hairs,  etc.  This  form 
occurs  in  the  situations  of  the  embryonic  visceral  clefts — either  in 
the  middle  line  or  at  the  side,  between  the  mylo-hyoid  muscle  and 
the  mucous  menibranej  it  is  deeper  than  the  first  variety  of  ranula, 
and  has  not  the  bluish  opalescent  appearance,  but  it  has  a  distinct 
and  separate  cyst  wall,  so  that  it  can  be  entirely  removed,  both 
cyst  and  contents.  This  variety  often  projects  under  the  angle  of 
the  jaw,  and  may  be  attached  to  the  sheath  of  the  carotid  vessels. 
The  treatment  is  to  expose  and  enucleate  the  cyst,  with  the  handle 
of  the  scalpel,  if  possible  without  opening  the  cyst. 

(3)  A  third  variety  is  of  the  nature  of  an  enlarged  bursa,  either 
the  suhlinguai  bursa  mucosa,  or  the  bursa  occasionally  found  above 
the  hyoid  bone,  between  the  genio-hyoid  and  the  genio-hyoglossus 
muscles;  this  variety  may  project  very  markedly  into  the  neck, 
and,  of  course,  is  always  in  the  middle  line;  it  forms  one  variety 
of  " hydrorde  colli" 

Cervical  Auricles  are  often  associated  with  branchial  fistulte,, 
and  when  so  are  usually  placed  along  the  anterior  border  of  the 
stemo-mastoid,  the  fistula  lying  beneath  and  partly  covered  by  the 
auricle. 
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HARE  LIP  AND  CLEFT  PALATE. 

To  understand  these  conditions  it  will  be  necessary  to  say  a 
few  words  as  to  their  development.  Between  the  first  visceral 
arch  and  the  frontal  protuberance  of  the  embryo  is  situated  the 
buccal  depression,  Avhich  in  time  becomes   the   mouth.  The 


Fig.  124. 
Development  of  Mouth. 


Naso-maxillary 
Fissure 


Fig.  125. 
The  Bones  of  a  Typical  Palate. 


Fi'oiito-n.isal 
Process. 
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Process. 
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Inferior  Maxillary 
Process. 


Prc-maxillary 
Bone,  with 
•  ■    Incisor  Teeth. 

.  Inter-niaxillary 
Bone,  with 
Third  Incisor. 


Palate  Process  of 
Upper  Jaw. 


.Palate  Bono, 
with  Posterior 
Palatine  Canal. 


frontal  protuberance  sends  down  the  fronto- nasal  process  from 
wliich  arc  developed  the  vomer,  the  triangular  cartilage,  and  soft 
coverings  of  the  nose,  the  prc-maxillary  and,  when  present,  the 
inter-maxillary  bones,  with  their  contained  incisor  teeth,  and  the 
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central  part  of  the  upper  lip.  The  first  visceral  arch  divides  at 
its  anterior  extremity  into  a  superior  and  an  inferior  maxillary 
process.  The  inferior  processes  on  each  side  unite  at  a  very 
early  period  to  form  the  lower  jaw,  and  the  superior  maxillary 


Fig.  126. 
Completely  Cleft  Palate. 


The  dark  line  on  each  side  indicates  the  position  of  the 
incisions  in  cases  of  operation  for  the  cure  of  cleft  hard  palate. 
The  incisions  must  not  injure  cither  the  anterior  or  the  posterior 
palatine  vessels,  and,  therefore,  must  not  go  too  far  forwards  or 
be  prolonged  too  far  backwards. 

processes  and  the  frontal  process  should  also  unite  together, 
probably  between  the  sixth  and  twelfth  weeks  of  foetal  life,  to 
form  the  upper  lip  and  complete  alveolar  ridge  (Fig.  124).  Any 
arrest  of  development  during  this  period  will  result  in  more  or 
less  complete  hare  lip,  and  as  the  frontal  process  forms  the  centre 
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parts  of  tlie  upper  lip  and  jaw,  it  is  easy  to  see  that  the  gap  must 
necessarily  be  at  one  or  other  side,  or  on  both  sides,  as  the  case 
may  be.    There  is  a  fissure  between  the  fronto-nasal  process  and 
the  parts  that  form  the  upper  jaw  and  cheek,  passing  from  the 
inner  can  thus  to  the  ala  of  the  nose;  occasionally  there  is  complete 
non-closure  of  this  fissure  coupled  with  hare  lip  on  the  same  side. 
In  this  rare  condition  the  lachrymal  sac  with  the  canaliculi  and 
the  nasal  duct  are  absent,  or  form  an  open  gutter.    In  regard  to 
the  palate,  at  the  sixth  week  of  fcetal  life  the  month,  nose,  and 
pharynx  form  one  large  undivided  space.    Soon,  after  this,  how- 
ever, a  process  begins  to  grow  inwards  from  the  alveolar  ridge  on 
each  side,  which  ultimately  form  the  hard  and  soft  palates,  except 
the  part  in  front  of  the  oblique  sutures  formed  by  the  pre-maxillary, 
and  sometimes  in  addition  by  the  inter-maxillary  bones,  which  are 
developed  from  the  frontal  protuberance  (Fig.  125).    The  palate 
should  be  completed  about  the  ninth  week.   In  the  lips  and  palate, 
therefore,  the  line  of  imion  is  Y-shaped,  the  upper  diverging  arms 
representing  the  pre-maxillary  sutures,  while  the  straight  part 
represents  the  line  of  union  between  the  two  sides  of  the  palate. 
Non-union  may  occur  along  the  whole  of  this  line,  giving  the  most 
extreme  degree  of  combined  hare  lip  and  cleft  palate,  in  which 
case  the  part  of  the  frontal  process  which  should  have  formed  the 
central  part  of  the  upper  lip  and  alveolus  is  attached  to,  or  rather 
has  not  separated  from,  the  tip  of  the  nose  (Fig.  12G).  It  may  vary 
from  this,  the  most  extreme  form,  to  a  mere  slit  or  dent  in  one  lip, 
usually  the  left.  The  sides  of  the  cleft  are  usually  of  unequal  depth, 
a  point  that  must  be  kept  in  mind  in  operating. 

Varieties  of  Hare  Lip— 

1 .  Single  Hare-lip  :  from  a  mere  nick  in  the  free  edge  of 

tlie  lip,  to  a  complete  cleft  into  tlie  nostril.    Tlie  bone 
may  or  may  not  project  unduly  at  one  or  other  side. 

2.  Double  Hare-lip : 

(a)  Without  bony  deformity  (of  pre-maxillary  bone). 
(?;)  With  marked  bony  deformity. 

Either  form  may  be  accompanied  or  not  with  a  greater  or  less 
degree  of  cleft  palate.  In  cases  of  single  hare-lip  with  marked 
llattening  of  one  nostril,  Mr  Annakdale  seixarates  tlie  cleft  lialf 


Surgical,  Medical,  and  Operative. 


51 


of.  the  lip  very  freely  from  the  jaw,  but  leaves  the  sound  half 
attached,  so  as  to  give  a  fixed  point  to  pull  the  other  side  towards 
the  middle  line,  in  order  to  lessen  the  flattening  of  the  nostril. 
In  cases  of  double  hare -lip,  the  inter -maxillary  bone  and  the 
tissues  covering  it,  are,  as  a  rule,  only  used  to  form  the  columna 
and  to  push  up  the  point  of  the  nose. 

In  operating  for  hare-lip,  the  following  Structures  will  be 
divided  from  without  inwards: — (1)  The  skin;  (2)  the  superficial 
fascia ;  (3)  the  orbicularis  oris  muscle ;  (4)  the  coronary  vessels ; 
and  (5)  the  mucous  glands  and  mucous  membrane.  Note  the 
position  of  the  vessels  between  the  muscle  and  the  mucous 
membrane. 

In  operating,  the  chief  points  to  attend  to  are — (1)  To  pare 
the  edges  freely,  so  as  to  give  a  raAV  surface  with  sharp  corners 
and  not  rounded  edges;  (2)  to  loosen  the  mucous  membrane 
between  the  lip  and  the  gum  freely,  to  avoid  tension  on  the 
sutures,  and  obviate  the  necessity  of  such  things  as  trusses,  etc.; 
and  (3)  to  make  the  vertical  depth  of  the  lip  too  great  at  first, 
so  as  to  prevent  any  nick  or  dent  in  the  lip  afterwards.  For 
this  purpose  some  are  content  to  trust  to  free  paring  of  the  edges 
and  loosening  of  the  mucous  membrane  and  neat  apposition  with 
sutures  (Figs.  127,  128);  others  (as  the  late  Mr  Spence)  make 
the  raw  edges  concave,  from  above  downwards  (Figs.  129,  130). 
N^LATOX,  in  cases  where  the  fissure  does  not  extend  up  to  the 
nose,  does  not  pare  off  the  parts  from  the  sides  of  the  cleft, 
but  leaves  them  attached  to  the  free  edge  of  the  lip,  and  brings 
them  do^vn  so  as  to  make  a  diamond-shaped  wound  instead  of  the 
usual  triangular  cleft;  a  somewhat  similar  plan  may  be  adopted 
in  cases  where  a  marked  "  nick "  is  left  after  a  previous  operation 
(Figs.  131,  132,  133).  The  sides  are  then  brought  together,  and 
instead  of  a  depression  there  is  a  distinct  projection  at  tlie  site  of 
the  former  deficiency.  In  other  cases  only  one  of  the  tags  is  left, 
which  is  then  brought  across  the  cleft  and  stitched  to  the  opposite 
side.  In  other  cases  parts  of  both  tags  may  be  left  and  turned 
down,  so  as  to  form  a  little  projection  at  the  free  border  of  the 
lip  (Figs,  134,  135).  The  best  age  for  operating  will  depend  on 
the  strength  and  health  of  the  patient,  unless  the  want  of  strength 
is  due  to  the  condition  in  question,  but  otherwise  no  time  is  too 
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Operation  for  Hare  Lip— First  Form. 


Fig.  127. 

FIRST  STAGE. 


Fig.  128. 
SECOND  STAGE. 


.lucislou. 


=  .  Cleft. 
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Operation  for  Hare  Lip— Second  Form. 


Fig.  129. 

FIRST  STAGE. 


Fig.  130. 

SECOND  STAGE. 


Operation  for  Hare  Lip— Third  Form. 


Fig.  131. 

FIRST  STAGE. 
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Fig.  133. 
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Operation  for  Hare  Lip— Fourth  Form. 
Fig.  134.  Fig.  135. 
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soou,  as  tlie  amount  of  blood  lost  is  next  to  nothing,  and  the 
operation  enables  the  mother  to  feed  the  child  better,  and  also 
tends  to  bring  the  sides  of  the  cleft  in  the  palate  together.  It 
may  be  done  from  a  few  weeks  after  birth  up  to  the  third  or  fifth 
month,  usually  always  before  the  first  dentition.  If  not  done  by 
that  time,  it  must  be  left  till  after  the  completion  of  the  first 
dentition — after  the  second  year. 

Instruments  required. — A  well-worn  and  very  sharp  scalpel, 
several  pairs  of  Wells's  forceps,  dissecting  forceps,  hare-hp  pins, 
wire-cutting  nippers,  silk  sutures  for  the  mucous  membrane,  horse- 
hair sutures  for  the  skin,  silver  wire  for  deep  sutures,  adhesive 
plaster,  catgut  ligatures,  flexible  collodion,  scissors,  sponges— large 
and  small,  some  fastened  on  small  sticks,  or  on  special  sponge 
holders,  or  else  grasped  by  a  pair  of  Pban's  forceps,— bone  pliers, 
and  a  large  sheet  in  which  to  wrap  and  hold  the  child.  To  steady 
the  parts  after  operation,  a  button  suture  is  probably  better  than 
the  old  hare-lip  pin  and  twisted  suture. 

In  cases  of  double  hare-lip,  where  there  is  no  defm-mity  of  the 
inter-maxillary  hones,  the  edges  of  the  central  part  are  pared,  and 
it  is  pushed  up  to  form  the  columna  of  the  nose.  Where  there  is 
bony  deformity,  the  bone  may  be  either  pushed  back  or  removed 
altogether;  to  push  back,  one  may  use  simple  force,  or  partially 
divide  its  neck  and  then  force  it  back ;  if  large  and  strong,  and 
very  projecting,  it  should  be  removed,  at  the  same  time  making 
use  of  the  muco-periosteal  and  cutaneous  tissues  to  form  tlie  columna 
of  the  nose.  This  should  be  done  as  a  preliminary  operation,  some 
time  before  closing  the  cleft. 

Many  years  ago,  I)r  John  Duncan  first  taught  that  the  proper 
way  to  operate  for  fistula — e.g.,  faecal  fistula— was,  not  to  pare 
the  edges,  but  to  split  them.  The  advantages  of  so  doing  are — 
(1)  No  tissue  is  lost,  so  that  the  sides  are  more  easily  brought 
together;  and  (2)  it  affords  a  broad  raw  surface,  along  which 
union  may  take  place.  The  mucous  surfaces  are  turned  imvards 
and  stitched,  and  then  the  skin  surfaces  turned  outwards  and 
also  stitched.  The  principle  of  this  excellent  method  has  been 
gradually  applied  to  other  fistulas,  congenital  or  acquired ;  it  was 
further  adapted  by  Professor  Chiene  to  the  cure  of  ruptured 
perinicum,  and  recto-urethral  fistula;  and  quite  recently,  at  his 


54 


A pplied  A  natoniy : 


Fig.  136. 

Operation  for  Hare  Lip— Fifth  Method. 


Skin  Surl'iico 
Red  Border  of  Cleft, 


Prolongation  of  Incision, 
to  allow  a  little  tag  to 
1)0  turned  down. 


TransvorBO  Incision  soiuo- 
times  necessary. 

Incision  at  junction  of  Skin 
and  Mucous  Membrane. 


Tag  to  bo  turned  down. 
To  show  Cleft  with  Incisions  used  when  Dr  Duncan's  method  is  adofjled. 


Fig.  137. 
Duncan's  Method— Lip  in  Section. 

Skin  Surface. 


Mucous  Surliicc. 

Incision  at  junction  of  Skin  and  Mucous  Membrane.    Arrows  indicate  liow 
the  fla])s  tlius  formed  are  to  be  turned. 

Fig.  138. 
Duncan's  Method— Stitching. 


^  Mucous  Flaji. 

Arrows  show  how  the  Skin  Flaps  are  drawn  together. 

Fig.  139. 
Duncan's  Operation— Finished. 
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suggestion,  it  has  been  extended  by  Dr  Duncan  to  tbe  treatment 
of°bare-lip,  with  the  best  possible  results.  Nothing  is  pared  away 
at  all,  and  instead  of  the  thin  scar-hke  union,  we  have  a  broad 
thick  lip  (Figs.  136  to  139). 

The  lip  is  split  at  the-  point  where  the  red  mucous  membrane 
joins  the  white  skin,  and  not  in  the  centre,  therefore,  of  its 
tliickness;  the  mucous  membrane  is  folded  inwards  towards 
the  mouth,  and  the  skin  surface  folded  outwards,  and  then  each 
stitched  to  each.  It  may  be  necessary  to  make  short  transverse 
incisions  at  one  or  both  ends  of  the  vertical  cut,  in  order  to  alloAV 
the  skin  to  fold  outwards  without  wrinkling  ;  and  a  further  short 
transverse  incision  may  be  made  at  the  loAver  end  and  a  little  piece 
turned  downwards,  in  order  to  have  a  slight  projection  at  the  free 
edge  of  the  lip,  to  avoid  any  approach  to  a  nick  afterwards. 

In  suturing  the  lip  some  Surgeons  use  three  kinds  of  sutures— 
(1)  A  silk  suture  is  passed  through  the  mucous  membrane  of  the 
inner  side  of  the  lip,  and  left  untied ;  (2)  a  deep  silver-wire  suture 
is  then  passed  through  the  tissues  of  the  lip,  to  steady  the  parts 
and  act  as  a  splint,  but  is  also  left  loose  ;  and  (3)  horse-hair  sutures 
are  used  to  bring  the  skin  edges  together.    The  sutures  thus  intro- 
duced are  tied  in  the  reverse  order— viz.,  the  horse-hair,  silver-wire, 
and,  lastly,  the  silk  suture  through  the  mucous  membrane  of  the 
prolabium.    The  suture  through  the  mucous  membrane  (silk)  is 
introduced  first,  because  when  the  others  are  tightened  it  would  be 
almost  impossible  to  introduce  it ;  before  tightening  it,  see  that 
there  is  no  blood  clot  between  the  edges  of  the  mucous  membrane, 
as  it  is  important  for  the  after  result  to  secure  neat  apposition  and 
early  union.    On  accoiint  of  the  narrowing  of  the  nostrils,  and  the 
altered  condition  of  the  child's  mouth  in  general,  for  a  short  time 
after  the  operation,  it  is  apt  to  become  semi-asphyxiated,  or  may 
even  choke  altogether,  from  its  tongue  sticking  against  the  roof  of 
its  mouth ;  the  nurse  should  therefore  be  warned  about  this,  and 
be  prepared,  with  the  handle  of  a  teaspoon,  to  bring  the  tongue 
down  to  the  floor  of  the  mouth  should  signs  of  choking  supervene. 
In  cases  where  silver  sutures  are  used,  the  mother  must  be  warned 
about  them,  lest  shawls  or  other  articles  of  dress  be  caught  by  the 
end  of  the  wire,  and  the  sutures  torn  open ;  for  the  same  reason, 
the  ends  of  the  wire  should  be  covered  up  as  much  as  possible. 
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If  a  hair-lip  pin  be  used  its  point  must  also  be  carefully  guarded; 
it  should  be  removed  in  forty-eight  hours,  otherwise  it  wHl  cause 
suppuration. 

Staphylorraphy,  or  operations  for  the  cure  of  clefts  in  the  soft 
palate.     In  this  case  it  is  of  great  importance  to  avoid  tension  on 
the  stitches,  as  otherwise  they  are  apt  to  cut  their  way  out.  In 
cases  where  hare  lip  and  cleft  palate  co-exist  then  the  lip  must  be 
cured  first,  and  very  often  after  this  the  palate  improves  wonder- 
fully.   The  operation  should  be  done,  if  possible,  before  the  child 
begins  to  learn  to  speak.    Tlie  best  age  is  about  the  end  of  the 
second  year,  or  sometime  between  the  first  and  second  dentitions, 
say  between  four  and  five.    It  should  not  be  done  before  this,  a.s 
thei-e  is  a  good  deal  of  blood  lost,  and  children  bear  loss  of  blood 
very  badly.    As  a  child  with  cleft  palate  cannot  suck,  it  will  be 
necessary  to  adopt  some  artificial  means  of  feeding  it.    In  cases 
where  the  cleft  in  the  hard  palate  is  very  wide,  cure  by  operation 
IS  out  of  the  question,  the  case  being  one  for  the  dentist;  in  fact, 
it  is  a  question  whether  many  of  the  so-called  smtable  cases  should 
not  be  left  to  the  dentist,  as  the  subsequent  cicatricial  contraction 
often  leads  to  great  deformity  of  the  palate  from  the  approximation 

Fig.  140. 

To  PASS  THE  Sutures  in  Cleft  Palate. 


Tlic  Loop.  % 


The  Siuglo  Thread. 


of  the  two  alveolar  processes,  and  great  difficulty  of  articulation: 
It  is  not  merely  a  question  of  operative  dexterity.  In  less  marked 
cases  we  may  adopt  Langenbeok's  plan  of  levering  up  the  muco- 
periosteal  tissue  with  an  elevator  and  making  the  flaps  from  the 
two  sides  meet  across  the  gap.  Before  doing  so,  however,  it  is 
necessary  to  make  liberating  incisions  along  the  inner  side  of  the 
alveolus,  taking  care  that  they  do  not  go  back  beyond  the  last 
molar  tooth  or  fonvard  beyond  the  canine  tooth,  lest  the  anterior 
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and  posterior  palatine  vessels,  on  wliick  the  nutrition  of  the  peri- 
osteal flap  depends,  be  divided  (see  Fig.  126).  The  vessels  are  to  be 
raised  and  carried  with  the  flap  \  the  mucous  niembran  e  of  the  hard 
palate  and  the  periosteum  form  one  layer,  so  that'  it  is  impossible 
to  separate  them.  In  very  bad  cases  an  attempt  may  be  made  to 
shift  bones  and  all  (Fergusson).  In  some  cases  where  the  cleft  is 
wide  and  from  end  to  end,  a  curved  needle  can  be  passed  through 
one  side,  and  then  the  other,  by  the  aid  of  Hagadorn's  needle- 
holder,  or  a  doubly  curved  needle  on  a  handle  may  be  used.  In 
other  cases,  to  avoid  the  difficulty  of  passing  the  thread  through  the 
right  side  (the  patient's)  from  behind  forwards,  pass  a  single  thread 
through  one  side  of  the  cleft  and  a  loop  through  the  other,  both 
from  before  backwards;  then  pass  the  single  thread  into  the  lobp 
and  withdraw  the  loop,  which  will  thus  leave  the  thread  in  position 
(Fig.  -140).  If  desired,  a  silver  suture  may  also  be  attached  to  the 
silk  thread,  Avhich  is  in  turn  withdrawn,  leaving  the  silver  suture 
in  position.  Pass  all  the  sutures  before  tying  any  of  them,  and  in 
tying  begin  at  the  highest  suture.  In  tying  silk  sutures  pass  one 
end  through  a  running  noose  on  the  other,  run  it  on  till  the  edges 
are  approximated,  and  then  fix  by  tying  a  single  common  knot. 

The  term  Uranoplasty  is  sometimes  applied  to  operations  for 
the  cure  of  fissures  in  the  hard  palate;  the  student  must  remember 
that  the  term  has  got  nothing  to  do  with  the  urine,  or  with  plastic 
operations  on  the  penis  or  urethra,  as  they  sometimes  seem  to  think, 
to  the  no  small  amusement  of  examiners.  A  narrow,  highly-arched 
palate  is  one  of  the  efl'ects  of  inherited  syphilis,  and  a  somewhat 
similar  condition  is  observed  in  cases  of  idiocy. 

For  the  Soft  Palate— (1)  Liberating  lateral  incisions  may  be 
simply  made  with  the  scissors,  through  the  entire  thickness  of  the 
velum,  in  the  way  recommended  by  Mr  Bryant.  (2)  Fergusson's 
plan  of  dividing  the  perpendicular  part  of  the  levator  palati  midway 
between  the  Eustachian  tube  and  the  hamular  process,  by  means 
of  a  rectangular  knife  passed  through  the  cleft  in  the  palate. 
(3)  Pollock's  method  of  dividing  both  the  tensor  and  the  levator 
by  means  of  a  knife  passed  through  the  soft  palate  close  to  the 
inner  side  of  the  hamular  process.  It  may  also  be  necessary  to 
divide  the  palato-glossus  and  the  palato-pharyngeus  muscles  (the 
anterior  and  posterior  pillars  of  the  fauces),  which  can  easily  be 
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done  by  a  touch  of  the  knifo.  The  point  -where  the  greatest 
difficulty  iu  approximation  is  experienced  is  just  where  the  soft 
palate  joins  the  hard.  Here  the  soft  palate  is  attached  to  the  hard 
by  dense  antero  -  posterior  bands  of  fibrous  tissue,  between  the 
anterior  and  posterior  mucous  surfaces.  In  order  to  secure  easy 
approximation  it  is  necessary  to  divide  everything  between  the 
two  layers  of  mucous  membrane,  or  even  to  divide  everything 
except  the  mucous  membrane  in  the  mouth -aspect  of  the  soft 
palate,  fur  the  most  important  part  of  the  whole  operation  is  to 
avoid  tension  on  the  stitches.  Dr  Duncan,  after  having  approxi- 
mated the  two  sides,  simply  feels  with  his  finger  for  any  tense 
structure  anywhere  and  divides  it,  until  there  is  an  entire  absence 
of  tension. 

In  this  operation  the  following  Structures,  composing  the 
Soft  Palate,  are  divided  from  before  backwards: — 

1 .  Mucous  membrane. 

2.  Submucous  tissue,  glands,  vessels,  etc. 

3.  Palato-glossus  muscle. 

4.  Aponeurosis  of  the  tensor  palati. 

5.  Palato-pharyngeus,  anterior  fasciculus. 

0.  Levator  palati  and  azygos  uvulse  muscles. 

7.  Palato-pharyngeus,  posterior  fasciculus. 

8.  Submucous  tissue,  glands,  vessels,  etc. 

9.  IMucous  membrane. 

To  assist  the  memory  notice  that  they  run  in  pairs,  the  fii'st  and 
ninth,  the  second  and  eighth,  and  so  on. 

Instruments  required.  — A  long-handled  well-worn  scalpel, 
Fergusson's  rectangular  knife,  curved  scissors,  forceps  to  grasp 
the  palate  while  paring  it,  special  needles  on  handles  for  i^assing 
the  sutures,  Hagadorn's  needle-holder,  gag,  periosteum  elevators, 
chisel,  silk  sutures,  catgut  ligatures,  dissecting  forceps,  silver-wire, 
sponges  on  sticks,  or  special  sponge  holders,  or  grasped  by  Plan's 
forcejjs,  cliloroform,  etc. 

Dermoids  of  the  Palate. — These  arise  from  faulty  closure  of 
the  cleft  between  the  two  sides  of  the  palate.  They  are  of  two 
kind  8 — Ej}itltdial  Pearls  and  Dermoids  jyrojjer.  ( 1 )  The  Epithelial 
Pearls  arc  small  bodies,  from  the  size  of  a  millet  seed  to  a  pea, 
tliat  hang  down  by  short  pedicles  from  the  median  raphe  of  the 
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palate,  and  are  composed  of  epitlielial  cells.  (2)  Dermoids  proper 
also  occiu'  liere,  and  at  first  sight  may  be  mistaken  for  an  additional 
tongue,  being  of  tlie  same  colonr  and  consistence  as  that  organ. 

THE  TEETH. 

In  connection  with  the  inter-maxillary  and  pre-maxillary  bones, 
and  the  occasional  presence  of  three  incisor  teeth  on  each  side 
instead  of  the  usual  number,  in  man,  it  is  interesting  to  observe 
the  presence  and  disappearance  of  a  similar  condition  in  the  lower 
animals.  In  the  Ungulata,  or  hoofed  quadrupeds,  including  the 
Pachydermata  {e.g.,  tapirs),  the  Solidungula  {e.g.,  the  horse,  the 
ass,  and  the  zebra),  and  the  Euminantia  {e.g.,  the  ox,  the  sheep, 
and  antelope),  three  incisors  is  the  rule.  In  the  typical  ruminant, 
as  the  ox,  we  find  three  in  the  lower  jaw,  but  none  in  the  upper, 
only  a  callous  pad  of  hardened  gum  against  which  the  lower  incisors 
impinge.  In  the  Carnivora,  also,  as  the  lion  and  tiger,  three  incisors 
is  the  rule.  Approaching  the  higher  group  of  the  animal  kingdom, 
the  Quadrumana,  we  find  that  the  true  lemurs,  found  in  Madagascar, 
and  which  may  be  regarded  as  the  lowest  order  of  the  group,  have 
usually  three  incisors,  though  they  may  be  very  much  modified,  as 
when  met  with  in  man.  In  the  Platyrhine  group  the  dentition  is 
almost  the  same  as  in  man,  only  the  premolars  are  more  numerous ; 
and  in  the  highest  or  Catarhine  group,  which  includes  the  anthropoid 
apes,  the  dentition  is  exactly  the  same  as  in  man. 

Eruption  of  the  Teeth  in  IVIan.— The  milk  set  are  twenty  in 
number,  and  appear  during  the  following  months : — 

Incisors.  Canines.  Molars. 

7-9  18  12-24 

This  only  represents  a  half  of  one  jaw,  but  the  rest  are  just  the 
same,  only  tlie  lower  teeth  usually  appear  a  little  in  advance  of  the 
upper.  The  permanent  teeth  are  thirty-two  in  number,  and  appear 
during  the  following  years  : — 

Incisors.  Canines.  IMcuspids.  Molars. 

7-8  11-12  9-10       G,  12-13,  17-25 

Or  the  years  may  be  arranged  thus': — 

'■-  c.  );;..  m. 

7      8      9       10       11-12       12-13  17-25 
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At  six  years  of  age  the  child  possesses  tlie  greatest  number  of 
teeth  —  viz.,  forty -eight  —  twenty  deciduous  and  twenty  -  eight 
permanent. 

There  are  a  few  important  chnical  and  medico-legal  points  to  be 
noticed  in  connection  with  the  ■permanent  teeth  : — 

1.  In  Hereditary  Syphilis,  the  upper  central  permanent  incisors 
are  short,  narrow,  and  peg-shaped,  widely  separated,  and  slant 
towards  each  other ;  they  are  "  notched  "  from  defective  develop- 
ment of  the  middle  lobe,  giving  them  a  screw-driver-like  outline. 
The  angles  are  rounded  ofl',  and  their  sides  are  convex  in  outline. 
In  pure  syphilitic  teeth  the  enamel  is  smooth  and  regular,  except 
at  the  part  where  the  notcli  occurs;  in  the  first  instance,  the  place 
occupied  by  the  notch  is  filled  up  by  spines,  but  these  wear  off 
and  leave  the  cresentic  notch  iii  the  biting  edge.  This  condition 
of  the  teeth  is  often  accompanied  with  interstitial  keratitis  and 
choroiditis  disseminata  (Hutchinson).  It  is  probably  due  to  the 
action  of  the  specific  stomatitis  upon  them  while  they  are  yet  soft 
and  uncut. 

2.  In  "  IVIercurial "  Teeth  (Hutchinson),  the  result  specially 
of  mercurial  stomatitis  in  childhood,  the  first  molars  of  both  jaws 
are  the  test  teeth.  In  this  case  the  deficiency  chiefly  concerns  the 
enamel,  and  the  exposed  dentine  is  dirty,  rugged,  and  pitted,  and 
in  some  cases  the  enamel  is  cut  off  at  one  level  all  round,  leaving 
a  stump  of  exposed  dentine ;  there  is  no  characteristic  notch, 
as  in  syphilis.  The  honeycomb  excavations  and  the  horizontal 
markings  in  the  enamel  distuiguish  them  from  syphilitic  teeth. 
The  first  molars  sufifer  most,  as  they  are  the  first  to  develop ; 
the  origin  of  the  mercurial  stomatitis  is  that  the  child  has 
probably  sufi'ered  from  fits  in  infancy,  and  been  dosed  with 
calomel.  This  condition  of  the  teeth  is  often  accompanied  with 
lamellar,  or  zonular,  cataract — a  condition  that  also  points  to  in- 
fantile convulsions  at  an  earlier  period.  It  is  possible,  of  course, 
to  find  both  these  conditions  of  the  teeth  present  in  varying 
proportions :  the  notched  and  pegged  condition  of  syphilis,  and 
the  pitted,  discoloured  appearance  of  mercurial  stomatitis. 

3.  It  is  very  important  to  remember  the  dates  of  eruption  of 
the  permanent  teeth  in  the  treatment  of  cases  of  irregularity  or 
overcrowding;  in  some  cases  the  teeth,  as  it  were,  cannot  all  find 
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room,  and  the  first-comers  may  take  more  than  their  own  share 
of  space.  This  irregularity  is  usually  among  the  teeth  anterior 
to  the  bicuspids,  and  it  may  be  necessary  to  remove  some  of  the 
permanent  teeth  in  order  to  make  room  for  the  others,  and  it 
becomes  a  question  of  the  "  survival  of  the  fittest."  Eemember 
that  the  canines  are  the  most  durable,  and  in  this  respect,  there- 
fore, the  most  valuable ;  b\it  they  do  not  make  their  appearance 
till  the  eleventh  or  twelfth  years,  and,  therefore,  their  temporary 
predecessors  should  not,  if  possible,  be  removed,  as  they,  as  it 
Avere,  keep  a  place  for  the  permanent  ones.  Note  also  that  the 
first  molars,  the  first  of  the  permanent  set  to  appear,  are  the  least 
dm-able,  and  therefore,  in  this  respect,  of  but  little  value,  and  may 
be  sacrificed  without  any  scruples,  if  necessary. 

4.  In  Extracting  Teeth  with  the  forceps,  remember  two  points 
— (a)  That,  like  the  stones  of  an  arch,  the  fangs  of  the  teeth  are 
broadest  on  their  outer  aspect,  and  (6)  that  the  outer  wall  of  the 
socket — except  in  the  case  of  the  last  molars  of  the  lower  jaw — is 
much  thinner  and  weaker  than  the  inner  one ;  hence,  therefore,  in 
using  the  forceps,  the  force  must  be  apphed  in  an  outward  direction, 
otherwise  much  difficulty  will  be  experienced. 

5.  In  using  the  Elevator,  to  get  rid  of  roots  or  stumps,  remem- 
ber that  the  transverse  partitions  are  less  dense  in  structure  and 
yield  more  readily  than  either  the  outer  or  the  inner  walls,  and 
direct  the  force  towards,  or  against  the  spongy  partitions  rather 
than  against  the  lateral  walls. 

G.  From  a  medico-legal  point  of  view,  the  date  of  eruption 
of  the  second  molar  tooth  should  be  noted  in  cases  of  supposed 
violation  of  the  Factory  Acts,  as  children  are  often  sent  to  work 
in  factories  before  the  age  of  thirteen ;  of  course,  the  presence  or 
absence  of  the  second  molar  tooth  is  not  conclusive,  but,  along 
with  other  points,  it  is  of  considerable  value. 

7.  Note,  lastly,  that  bad  teeth,  or  rotten  stumps,  are  a  fertile 
cause  of  various  disorders— («)  They  are  an  exceedingly  common 
cause  of  neuralgia  or  headache,  {h)  they  are  also  the  cause  of  one 
form  of  acute  ear-ache,  (c)  they  may  cause  spasmodic  closure  of  the 
jaws,  and  {d)  they  are  a  very  frequent  source  of  enlarged  glands 
in  tlic  neck. 
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CHAPTER  XXX. 
WOUNDS  OF  THE  SCALP. 

These,  however  slight,  should  be  watched  very  carefully,  because 
of  the  close  anatomical  relations  that  exist  between  the  internal 
and  the  external  structures  of  the  cranium,  and  the  possibility, 
therefore,  of  the- effects  of  the  injury  implicating  the  brain  and 
its  membranes ;  and  all  the  more  so  when  we  bear  in  mind 
that,  from  the  nature  of  the  textures  wounded,  they  are  far  more 
likely  to  be  followed  .by  erysipelas  and  difiTuse  septic  cellulitis 
than  wounds  in  other  parts  of  the  body.  Sometimes,  too,  tlie 
external  injury  may  seem  very  trifling,  and  yet  the  internal 
injury  be  very  great ;  every  case  should  be  carefuUy  watched 
for  at  least  a  fortnight.  In  wounds  into  the  scalp  there  is  no 
gaping  of  the  edges  of  the  wound,  but  in  incisions  through  the 
scalp  there  is  much  gaping,  opening  up  the  "  dangerous  area "  and 
exposing  the  pericraaium  at  the  bottom  of  the  wound.  AH  cases 
of  head  injuries  must  be  kept  under  observation  for  at  least  a 
fortnight,  as  inflammatory  processes  are  often  not  developed  for 
a  considerable  time  after  the  accident.  The  chief  anatomical 
peculiarities  of  the  scalp  are — (1)  The  great  amount  of  dense 
fibrous  tissue  that  enters  into  its  formation.  (2)  Its  great  vas- 
cularity, and,  consequently,  (3)  its  great  vital  activity.  (4)  Its 
vascular  connections  with  the  cranial  bones  and  dura  mater;  this 
is  especially  the  case  with  the  cellular  tissue  on  its  deep  surface, 
which  is  largely  permeated  by  blood-vessels,  which  enter  the  bones 
and  communicate  in  the  diploij  with  branches  from  the  dura  mater. 
At  several  places,  also,  large  vessels  pass  directly  through  from 
the  scalp  or  face,  and  communicate  with  the  various  suiuses  and 
arteries  within  the  cranium — e.g.,  at  the  occiput,  the  meningeal 
brandies  of  the  occipital  artery  anastomose  with  those  of  the 
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vertebral :  behind  tbe  ear,  a  large  vein  passes  tbrough  tlie  mastoid 
foramen  to  the  lateral  sinus :  on  tlie  vertex,  another  vein  passes 
through  the  parietal  foramen  to  the  superior  longitudinal  sinus : 
on  the  face,  at  the  inner  angle  of  the  orbit,  the  angular  artery 
and  vein  anastomose  with  the  nasal  branch  of  the  ophthalmic 
artery  and  ophthalmic  vein,  and  other  branches  of  the  ophthalmic 
artery  anastomose  with  the  middle  meningeal.  There  are  other 
communications  through  the  anterior  and  posterior  cdndyloid 
foramina,  foramen  ovale,  foramen  lacerum  posticum,  and  most 
other  openings  at  the  base.  Leeches  may  be  applied  at  many  of 
these  parts  to  relieve  congestion  of  the  brain.  Another  important 
communication  exists  between  the  facial  vein  and  the  cavernous 
sinus  (besides  the  one  through  the  orbit)  through  the  pterygoid 
plexus,  a  plexus  formed  by  the  middle  meningeal  vein,  deep 
temporals,  pterygoids,  masseteric,  buccal  and  inferior  dental,  and 
which  is  situated  between  the  external  pterygoid  and  temporal 
muscles,  and  partly  between  the  two  pterygoids  themselves,  and 
is  connected  on  the  one  hand  with  the  facial  vein  and  on  the 
other  with  the  cavernous  sinus  through  the  foramen  Vesalii. 

The  Veins  of  the  diploe  are  four  in  number — the  frontal,. 
which  opens  into  the  supra-orbital  vein;  the  anterior  temporal, 
which  opens  into  one  of  the  deep  temporal  veins;  the  posterior 
temjjoral,  which  ends  in  the  lateral  sinus;  and  the  occipital, 
which  is  the  largest  of  the  four,  and  which  opens  either  into  tlie 
occipital  vein  or  into  the  occipital  sinus.  The  walls  are  formed 
only  of  epithelium  resting  upon  a  little  elastic  tissue,  and  have 
many  culs  de  sac.  These  communications  between  the  external 
vessels  and  those  of  the  diploe,  and  also  of  the  latter,  with  the 
sinuses  of  the  dura  mater,  explain  tlie  great  danger  of  erysipelas 
and  other  inflammatory  conditions,  sucli  as  carbuncle  (especially 
"  malignant  facial  carbuncle"),  attacking  the  face  and  scalp,  and  all 
the  more  so  in  cases  where  there  is,  or  has  been,  an  open  wound, 
and  probably  therefore  septic  matters  have  gained  an  entrance. 
The  inflammation  causes  thrombosis  in  some  of  tlie  venous  trunks, 
usually  the  facial ;  these  thrombi  probably  are,  or  soon  become, 
septic,  break  down,  and  give  origin  to  minute  septic  emboli,  which 
.spread  widely  and  give  rise  to  all  the  signs  of  pyiemia.  Or  the 
inllammation  may  pass  directly  backwards  along  the  veins  to  the 
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cerebral  sinuses.  Malignant  facial  carbuncle  usually  commences 
in  the  lip,  and  has  a  special  tendency  to  attack  young  adults.  The 
facial  vein  is  specially  liable  to  be  affected  in  simple  septic  or  specific 
infective  inflammations,  as  carbuncle,  cancrum  oris,  and  malignant 
pustule,  and  lead  to  serious  or  fatal  results.  The  walls  of  this 
vein  do  not  collapse  so  readily  as  those  of  most  superficial  veins; 
it  is  destitute  of  valves,  and  communicates  with  the  cerebral 
sinuses  on  the  one  liand,  and  the  internal  jugular  vein  on  the 
other,  and  thus  every  facility  is  afforded  for  the  absorption  and 
diffusion  of  septic  products. 

A  blow  with  a  blunt  weapon,  at  right  angles  to  the  bone, 
may  produce  a  wound  with  apparently  clean-cut  edges,  just  like 


Fig.  141. 
The  Scalp. 


1.  The  Skin.  4.  Layer  of  loose  Cellular  Tissue 

2.  Superficial  Fascia,  with.  Vessels  — "  dangerous  area. " 

and  Nerves.  5.  Peiicranium.       6.  The  Bone. 

3.  Tendon  of  Occipito-frontalis.  7.  Dura  mater,        8.  Brain. 

an  ordinary  incised  wound ;  the  difference  is,  that  with  the  blunt 
instrument,  hair-bulbs  are  found  projecting  from  the  surface,  and 
the  wound  wiU  not  heal  by  the  first  intention,  as  slight  sloughing 
Avill  be  produced ;  whereas,  with  a  sharp  instrument  the  hair- 
bulbs  arc  cut  across,  and  with  a  magnifying -glass  the  edges  are 
seen  to  be  perfectly  clean-cut,  and  the  wound  wiU  probably  heal 
by  the  first  intention. 

Between  the  grey  matter  on  the  surface  of  the  brain  and  the 
outside,  the  following  Structures  intervene  (Fig.  141): — 1.  The 
Scalp,  consisting  of — (a)  The  skin;  {h)  the  superficial  fascia,  witli 
fatty  tissue  and  the  arteries  and  nerves  of  the  scalp ;  (c)  the 
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central  teudon  of  the  occipito-frontalis.  The  subcutaneous  tissue 
consists  of  fibrous  bands,  for  the  most  part  directed  vertically, 
being  firmly  fixed  to  the  skin  above  and  the  fascia  below;  the 
horizontal  meshwork  is  very  scanty ;  between  the  fibrous  bands 
are  lobules  of  dense  fat.  It  will  be  seen,  therefore,  that  it  is  just 
the  reverse  of  the  usual  forms  of  subcutaneous  tissue,  where  the 
vertical  fibres  are  very  scanty.  The  palm  of  the  hand  and  the 
sole  of  the  foot  resemble  the  scalp  in  texture,  and  in  all  three 
places  it  is  impossible  to  pinch  up  the  skin  between  the  finger 
and  thumb.  Then  follows  (rf)  a  layer  of  loose  cellular  tissue, 
over  which  the  above  three  layers,  which  are  really  one,  can  be 
moved  freely;  this  is  often  called  the  "dangerous  area"  of  the 
scalp,  from  the  ease  Avith  which  suppurative  processes  arc  set  up 
in  wounds  extending  to  this  layer,  and  which  then  spread  in  all 
directions.  Were  it  not  for  the  presence  of  this  layer,  too,  the 
time-honoured  Indian  custom  of  "scalping"  could  not  be  per- 
formed; but  all  that  is  necessary  is  simply  to  make  a  circular 
incision  at  the  proper  place  down  to  this  layer,  and  then  by  a 
sharp  tug  the  included  portion  separates.  2.  The  Bone. — This 
may  be  regarded  as  consisting  of— (a)  The  pericranial  aponeurosis, 
Avhich  is  firmly  attached  to  the  "  sutural  ligaments"  at  the  various 
sutures ;  (6)  outer  table  of  the  skull ;  (c)  the  diploe,  with  its  large 
venous  trunks ;  and  {(I)  the  inner  table,  characterised  by  its  great 
brittleness  {lamina  vitrea),  and  hence  it  may  be  fractured  without 
any  fracture  of  the  external  table,  and  is  usually  more  extensively 
broken  than  the  external— e.()r.,  in  punctured  fracture;  it  is  also 
thinner  than  the  outer  table.  3.  The  Brain,  including— (a)  The 
dura  mater;  (5)  the  subdural  space  (the  so-called  "arachnoid 
cavity");  {r)  the  curtain -like  arachnoid;  {d)  the  subarachnoid 
space,  containing  the  cerebro- spinal  fluid,  upon  which  the  brain 
floats,  as  upon  a  water  bed,  especially  in  the  middle  and  posterior 
fossae,  but  in  the  anterior  fossa  the  brain  rests  directly  on  the 
bone;  (e)  the  pia  mater;  and  (/)  the  braui  substance  proper. 

Attachment  of  the  Pericranial  Aponeurosis  and  Occipito- 
Frontalis.— It  is  firmly  attached  to  the  fat  and  fascia  superficial 
to  it,  but  only  very  loosely  connected  with  the  parts  beneath  by 
means  of  fine  cellular  tissue.  Posteriorly,  it  is  attached  to  the 
superior  curved  lines  of  the  occipital  bone;  at  the  sides,  to  the 
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mastoid  process,  attoUens  and  attraliens  aurem  muscles,  and  zygoma  ; 
in  front,  it  is  blended  with  tlie  corrugator  supercilii,  orbicularis 
palpebrarum,  and  the  pyraniidalis  nasi.  The  two  bellies  of  the 
occipito-frontalis  arise  in  front  and  behind  at  the  points  indicated, 
and  both  are  inserted  into  the  broad  tendinous  aponeurosis  which 
extends  over  the  top  of  the  head.  The  connection  of  the  anterior 
beUy  with  the  muscles  round  the  orbit  is  taken  advantage  of  in 
Pagensteoher's  operation  for  ptosis;  subcutaneous  ligatures,  one 
or  more,  are  inserted  from  above  the  eyebrow  to  the  cihary  edge 
of  the  upper  lid;  this  acts  like  a  seton,  and  forms  a  band  of 
subcutaneous  cicatricial  tissue  by  which  the  upper  lid  is  rendered 
movable  by  means  of  the  occipito-frontalis. 

In  Bruises  of  the  scal]3,  extravasation  may  take  place  either 
into  or  under  the  aponeurosis,  or  thirdly,  under  the  pericranium; 
these  swellings  are  known  as  cej^lialhoimaiomata.  In  suppuration 
heneatli  it,  the  pus  gravitates  to  the  most  dependent  parts,  until 
arrested  by  its  attachments ;  and,  according  to  its  position,  may 
form  a  bag  bulging  over  the  orbits,  the  root  of  the  nose,  or  above 
the  zygoma,  or  passing  doAvn  towards  the  neck  behind  :  fluid  blood 
would  also  behave  in  a  similar  manner.  Sometimes  it  spreads 
over  the  whole  extent  of  the  head,  and  yet  the  scalp  does  not  die 
because  it  carries  its  blood  supi^ly  with  it.  (1)  Extravasation  into 
the  scalp  may  simulate  a  depressed  fracture.  Owing  to  the  density 
of  the  scalp  texture,  the  extravasation  is  limited,  and  forms  a 
circumscribed  flattened  swelling;  the  edges  feel  extremely  hard 
from  the  coagulation  of  the  blood  in  the  interstitial  textures  of 
the  scalp,  while  the  centre,  where  the  blood  is  not  yet  coagulated, 
is  soft,  and  gives  rise  to  the  supposition  that  there  is  a  depressed 
fracture.  Further,  inflammatory  lymph  is  effused  round  the  edge  of 
the  blood  clot,  and  this,  with  the  coagulated  blood  and  granulation 
tissue,  form  the  hard  rim.  By  firm,  downward  pressure,  however, 
the  unbroken  cranial  bone  may  be  detected  beneath;  and  besides, 
the  hard  edge  is  not  incompressible,  sharp,  and  irregular,  but 
rounded,  and  to  a  certain  extent  is  compressible,  and  should  be 
movable  over  the  bone  beneath.  Further,  the  fu-m  edge  rises 
gradually,  and  is  itself  raised  above  the  level  of  the  bone  outside 
it.  In  depressed  fracture  tlic  hard  edge  is  not  raised  above  Uio 
bone  beyond  it,  nor  can  it  in  the  least  be  indented  by  tlie  finger 
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nail.    (2)  The  blood  may  be  elFused  under  the  occipito-frontalis, 

and  may  be  either  difi'use  or  circumscribed;  as  a  rule  it  is  diflfuse, 
giving  a  crackling  sensation  to  the  finger,  and  easily  moved  from  place 
to  place.  (3)  The  blood  may  be  eftused  under  the  pericranium ; 
this  form  is  most  frequently  met  with  in  children  at  birth,  and  is 
caused  by  the  pressure  of  the  pelvic  bones  or  by  the  use  of  the 
forceps,  and  is  usually  seen  over  one  of  the  parietal  bones.  It  is 
firmly  fixed  to  the  bone,  and  is  limited  by  the  "  sutural  ligaments  " 
to  the  bone  over  which  it  commenced;  and,  further,  the  scalp 
should  be  movable  over  it.  This  must  also  be  distinguished  from 
a  depressed  fractiu'e  by  the  rules  abeady  laid  down. 

Abscesses  also  may  form  in  the  same  three  positions,  and 
follow  the  same  laws.  In  making  incisions  into  the  scalp  in  cases 
of  septic  cellulitis,  in  the  dangerous  area,  the  position  of  the 
various  vessels  must  be  kept  in  mind  and  carefully  avoided:  the 
vessels  are  — (1)  The  supra-orbital;  (2)  the  temporal,  with  its 
anterior  and  posterior  divisions;  (3)  the  posterior  auricular;  and 
(4)  the  occipital.  The  ordinary  caput  succedaneum,  formed  by 
the  eflusion  of  liquor  sanguinis  from  the  over-full  vessels,  is  found 
between  the  occipital  frontalis  and  the  pericranium,  in  the  loose 
cellular  tissue. 

The  pericranium  stands  in  the  place  of  periosteum  to  the  bones 
of  the  skull;  but  even  though  it  is  removed  over  a  considerable 
area  the  bone  is  not  so  likely  to  die  as.  when  an  ordinary  bone 
IS  stripped  of  its  periosteum,  since  its  nourishment  is  prmcipally 
derived  from  the  diploc  and  dura  mater.  Further,  in  cases  of 
necrosis  of  the  bones,  it  is  doubtful  whether  the  pericranium  ever 
forms  new  bone,  and  in  this  way  also  it  dilTers  from  the  periosteum 
of  other  bones.  The  dura  mater  acts  as  periosteum  on  the  other 
side;  it  is  very  fumly  attached  to  the  base  of  the  skull,  but  much 
less  firmly  to  the  vault,  and  hence  it  is  readily  separated  in  this 
position  by  a  blow  or  blood  extravasation.  The  bone  is  principally 
nourished  by  the  dura  mater  (cndosteum),  and  therefore  dillers  in 
tliis  third  respect  from  an  ordmary  bone,  wliich  is  chicfiy  nourislied 
hy  the  periosteum.  Necrosis  of  the  skiUl  is  very  often  syphilitic 
beginning  usually  as  gummatous  periostitis:  tiiis  is  specially 
common  about  the  forehead— (;o/'o?irt  VGmris,  or  the  "  mark  of  the 
beast,"  as  it  is  culled.    Necrosis  of  the  outer  table  is  more  common 


68 


A pplied  A  natomy : 


than  the  inner,  because  it  is  more  exposed  to  injury,  and  its  blood 
supply  is  less. 

Meningeal  Arteries. — (1)  In  the  anterior  fossa  of  the  skull  we 
have  small  branches  from  the  anterior  and  posterior  ethmoidal 
arteries.  (2)  In  the  middle  fossa  we  have  —  (a)  The  middle 
meningeal  entering  through  the  foramen  spinosum;  (i)  the  small 
meningeal  entering  through  the  foramen  ovale;  (c)  the  meningeal 
branch  from  the  ascending  pharyngeal  entering  through  the  fora- 
men lacerum  medius.  (3)  In  the  posterior  fossa  we  have  small 
branches  from  the  occipital  and  vertebral  arteries. 

Tlie  largest  and  most  important  of  these  is  the  middle  meningeal. 
It  is  liable  to  be  ruptured  by  blows  on  the  temple,  producing 
fracture  of  the  parietal  or  temporal  bones,  or  great  wing  of  the 
sphenoid — more  especially  in  the  case  of  the  parietal  and  sphenoid, 
as  it  enters  the  skull  through  the  foramen  in  the  spinous  process 
of  the  sphenoid,  and  frequently  traverses  for  a  short  distance 
a  bony  canal  in  the  anterior  inferior  angle  of  the  parietal  bone, 
and  here  it  is  very  apt  to  be  ruptured.  But  the  various  sinuses, 
especially  the  lateral,  at  the  base  of  the  cranium  are  also  liable  to 
be  ruptured — e.g.,  hremorrhage  into  the  orbit  and  eyelid  points  to 
rupture  of  a  cavernous  sinus;  bleeding  from  the  ear,  followed  by 
the  discharge  of  a  clear  fluid,  may  be  due  to  fracture  of  the  petrous 
part  of  the  temporal  bone,  with  laceration  of  some  of  the  sinuses 
in  that  neighbourhood  (inferior  or  superior  petrosals  and  lateral). 

The  position  of  the  middle  meningeal  artery — about  an  inch 
and  a  quarter  behind  the  external  angular  process  of  the  frontal 
bone,  and  aljout  the  same  distance  above  the  zygoma — as  weU  as 
the  structures  cut  tlirough  to  reach  it,  have  been  already  given. 
(See  "Ligature  of  the  Middle  Meningeal,  vol.  i.,  page  104.) 

THE  BRAIN. 

Its  Blood  Supply  (Fig.  U2).— The  CivcU  of  Willu  is  formed 
by  the  union  of  the  internal  carotids  and  vertebral  arteries.  The 
vertebrals  join  at  the  upper  part  of  the  medulla  to  form  the  basilar 
artery,  and  this  again  soon  divides  into  the  posterior  cerebral  arteries, 
from  Avhich  the  posterior  communicating  pass  to  join  the  internal 
carotids.  The  internal  carotids  divide  into  the  anterior  and  middle 
cerebrals ;  the  anterior  are  united  by  the  anterior  communicating. 
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thus  completing  the  circle.  From  this  circle  two  sets  of  vessels 
ai'ise — the  hmal  and  cortical  systems.  The  Basal  supply  the  basal 
ganglia  and  interior  of  the  brain,  do  not  anastomose  freely  with 
each  other,  and  have  no  communication  with  the  cortical  system ; 
they  come  off  as  six  groups  from  various  parts  of  the  circle,  and 
enter  the  brain  directly  at  the  various  perforated  spots.  Among 


Fig.  142. 
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the  groups  arising  from  the  left  middle  cereljral  is  one  called  by 
Charcot  the  "  artery  of  cerebral  hiemorrhage."  It  is  larger  tliau 
the  rest,  and  enters  the  substance  of  the  caudate  nucleus  by  cross- 
ing the  ujjper  part  of  the  posterior  division  of  the  internal  capsule, 
and  is  tlic  vessel  usually  ruptured  in  apoplexy  ;  it  is  sometimes 
misnamed  the  "lenticular  artery,"  or  tlie  "  Icnticulo-striatc"  brancli. 
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The  Cortical  supply  consists  of  the  terminal  branches  of  the  cerc- 
hral  arteries,  which  divide  into  a  very  fine  plexiis  in  the  pia  mater, 
and  then  enter  the  grey  matter  as  long  capillaries,  each  supplying 
a  special  area.  It  will  be  seen,  therefore,  that  the  cerebral  arteries 
are  "terminal,"  and  when  plugged  an  "infarct"  is  produced,  just 
as  in  the  kidney  and  spleen. 


Fig.  143. 
Cerebral  Emboli. 


Extcnial  Carotid . 


Right  Common  Cavotid  

Right  Subclavian  


Innominate 


Internal  Carotid 


Loft  Subclavian. 


Arch  of  Aorta. 


The  arrows  indicate  how  an  Embolus  more  readily  passes  up  the  left 
Common  and  Internal  Carotids  to  the  Brain. 

The  anterior  Cerebral  supplies — of  the  interior,  the  frontal  lobe 
and  most  of  tlie  caudate  nucleus  ;  of  the  conroJuiiom,  the  first  and 
second  and  the  upper  part  of  the  ascending  frontal.  The  middle 
Cerebral  supplies — of  the  interior,  the  lenticular  nucleus  and  tlie 
rest  of  the  caudate,  optic  thalamus,  internal  capsule,  and  island  of 
Ki5iL ;  of  the  convohttiom,  the  third  frontal,  the  lower  part  of  the 
iLScending  frontal,  the  ascending  parietal,  the  superior  parietal,  tlio. 
supra-marginal  and  angular  gyri,  and  the  first  temporo-.sphenoi<l:il 
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convolution.  It  will  be  seen,  therefore,  that  this  vessel  supplies 
the  most  important  parts,  both  inside  and  on  the  surface  of  the 
brain,  including  the  motor  areas,  and  other  parts  concerned  in 
apoplexy.  The  posterior  cerebral  supplies  the  parts  not  included 
in  the  above  list. 

Emboli  usually  pass  to  the  left  side  of  the  brain,  except  in 
those  cases  where  the  clot  comes  from  a  right  carotid  aneurism. 


Fig.  144. 
The  Internal  Capsule. 


Island  of  Reil 


Claustnim 


External 
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Xucleiis 
Leiiticularis . . . 


Middle  Line. 


Nucleus 
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.Internal  Capsule 
(anterior  part). 

Genu. 


 Optic  Thalamus. 


....  Jnternal  Capsule 
(liosteriorpart). 


This  has  been  explained  by  the  fact  that  the  left  common  and 
internal  carotids  are  almost  in  a  direct  line  with  the  first  part  of 
the  arch  of  the  aorta,  and  are  thus  in  the  direct  main  stream,  and 
hence  the  embolus  is  washed  into  this  vessel  rather  than  the 
other  large  branches  of  the  arch  (Fig.  14.3).  The  arteries  of  the 
brain  readily  burst  from  disease,  because  they  liave  no  sheath, 
and  the  outer  coat  is  thin;  in  other  arteries  (except  the  firf^  part 
of  the  aorta),  the  sheath  and  outer  coat  adhere  and  resist  rupture, 
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The  Lrain  is  protected  from  the  results  of  external  violence 
in  many  ways— (1)  The  density  and  mobility  of  the  scalp;  (2)  the 
arch-like  arrangement  of  the  bones,  their  numerous  segments,  with 
the  interposed  sutural  ligaments,  and  the  elasticity  of  the  bones 
themselves ;  (3)  the  mobility  of  the  head  upon  the  spine ;  and 
(4)  the  water  pillow  on  which  the  brain  rests. 

The  Internal  Capsule  (Fig.  144)  is  a  narrow  band  of  white 
matter  close  to  the  base  of  the  brain,  immediately  above  the 
crura.  It  is  formed  by  the  fibres  of  the  corona  radiata,  coming 
from  or  going  to  the  grey  matter  of  the  cortex;  the  fibres  are 
collected  into  a  compact  band  which  has  a  very  intimate  relation 
with  the  basal  ganglia.  It  consists  of  a  posterior  part,  an  anterior 
part,  and  a  genu.  The  posterior  part  lies  between  the  optic 
thalamus  and  the  lenticular  nucleus  ;  its  posterior  third  is  sensory, 
its  anterior  two  thirds  motor  and  trophic.  The  anterior  part  lies 
between  the  nucleus  lenticularis  and  the  nucleus  caudatus;  its 
■  function  is  probably  concerned  with  the  psychological  functions  of 
the  brain.    The  genu  connects  the  two  parts  of  the  capsule. 

THE  CEREBRO  -  SPINAL  FLUID. 

Its  Uses. — It  is — (1)  Protective,  protecting  the  brain  and  cord 
from  the  effects  of  violence.   (2)  It  obviates  the  ill  effects  of  changes 

^  in  the  cerebral  circulation,  the  iiuid  being  displaced  when  the  blood- 
vessels are  over-filled,  and  returning  again  when  the  circulation  has 
resumed  its  proper  equilibrium.  In  this  way  the  tension  is  kept 
equal  throughout,  for  whenever  the  tension  is  unduly  increased  or 
diminished  the  effect  is  the  same — viz.,  convulsions.  This  is  well 
seen  in  cases  of  spina  bifida,  for  when  the  tumour  is  pressed  upon 

,  convulsive  phenomena  are  produced,  and  in  cases  where  the  fluid 
is  drained  off  either  accidentally,  by  the  bursting  of  the  sac,  or 
intentionally,  the  child  dies  in  convulsions.  (3)  It  has  probably 
a  nutritive  function.  It  is  found  within  and  aroimd  all  parts  of 
the  cerebro-spinal  system,  and  can  readily  pass  in  every  direction  ; 
thus  it  fills  the  subarachnoid  space  of  both  brain  and  cord,  and 
from  thence  it  can  pass  into  the  central  cavity  of  the  cord  and 
into  all  the  ventricles  of  the  brain,  except  the  fifth.  The  point 
of  communication  is  the  foramen  of  Magendie,  an  opening  in  the 
pia  mater  that  closes  in  the  roof  of  the  fouj-tli  ventricle;  the  fluid 


Surgical,  Medical,  and  Operative. 


73 


thus  gains  the  fourth  ventricle,  and  from  thence  it  passes  (a)  into 
the  central  canal  of  the  spinal  cord  through  an  opening  at  the  point 
of  the  calamus  scriptorius,  (&)  along  the  aqueduct  of  Sylvius 
(iter  a  tei'tio  ad  quartum  ventriculum,  or  simply  the  "iter"),  into  the 
third  ventricle,  and  from  thence  to  the  lateral  ventricles  by  means 
of  the  foramen  of  Munro.  The  central  canal  of  the  cord,  and  all 
the  ventricles,  except  the  fifth,  are  the  permanent  remains  of  the 
ectodermal  canal,  around  which  the  spinal  cord  is  developed. 

Hydrocephalus. — One  form  of  hydrocephalus  is  believed  to  he 
due  to  the  closure  of  the  foramen  of  Magendie,  leading  to  an  ex- 
cessive accumulation  of  fluid  in  the  ventricles  (Hilton)  and  their 
consequent  expansion.  In  tapping  the  ventricles  for  this  condition 
(paracentesis  capitis),  the  needle  is  entered  either  through  the 
coronal  suture,  or  some  part  of  the  anterior  fontanelle,  far  enough 
from  the  middle  line  to  avoid  the  superior  longitudinal  sinus. 

THE  SUTURES. 

The  Lambda,  or  point  of  junction  of  the  lambdoid  and  sagittal 
sutures,  is  between  two  and  three  inches  above  the  external 
occipital  protuberance ;  the  Bregma,  is  the  point  of  junction  of  the 
coronal  and  saggital  sutures.  In  infants,  these  points  indicate  the 
positions  of  the  anterior  and  posterior  fontanelles.  The  anterior 
is  the  larger,  and  is  diamond-shaped,  having  four  sides ;  it  should 
be  closed  by  the  second  or  third  year,  but  remains  open  much 
longer,  in  rickets.  The  posterior  is  small  and  triangular,  and 
usually  closes  soon  after  birth.  The  Sagittal  Suture  is  found  in 
the  middle  line  stretching  between  the  lambda  and  the  bregma. 
The  position  of  the  bregma  is  shown  by  a  line  drawn  vertically 
upwards  from  the  external  auditory  meatus  to  the  vertex,  when 
the  head  is  in  the  ordinary  position.  The  Lambdoid  Suture  is 
indicated  by  the  upper  two  thirds  of  a  line  drawn  from  the  lambda 
to  the  apex  of  the  mastoid  process.  The  Coronal  Suture  is  indicated 
by  a  line  drawn  from  the  bregma  to  the  point  wliei'e  the  zygoma 
joins  the  malar  bone.  The  Pterion  is  the  point  where  the  frontal, 
parietal,  squamous  portion  of  the  temporal  bone,  and  the  great  wing 
of  the  sphenoid  meet ;  it  is  situated  an  inch  and  a  quarter  behind 
the  external  angular  process  of  the  frontal  bone,  and  the  same 
di.stance  above  tlie  zygoma.     Tlio  GHabella  is  the  depression  at 
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the  root  of  the  nose,  between  the  nasal  eminences.  The  Inion 
corresponds  to  the  external  occipital  protuherance. 

The  sutures  are  first  obliterated  at  the  part  in  which  the  ossifi- 
cation of  the  skull  was  last  completed — i.e.,  in  the  neighbourhood 
of  the  fontanelles  and  the  sagittal  suture,  and  last  in  the  squamous; 
the  obliteration  begins  on  the  inner  surface  of  the  bones,  between 
forty  and  fifty  years  of  age ;  this  union  between  the  bones  of  the 
skull  is  known  as  synostosis.  A  knowledge  of  this  will  be  of  some 
use  in  judging  the  age  of  a  skeleton. 


Fractures  of  the  skull  may  be  divided  into  those  of  the  vault 
and  those  of  the  base.  Fractures  of  the  Vault  are  usually  caused 
by  direct  violence.    They  may  be  divided  into — 


The  inner  table  is  usually  more  splintered  than  the  external;  many 
reasons  are  advanced  to  explain  this — (1)  The  inner  table  is  thin 
and  brittle  (lamina  vitrea);  (2)  the  force  is  more  diffused  by  the 
time  it  reaches  the  inner  table;  (3)  the  bone  bends  as  a  whole,  and 
this  tends  to  make  the  force  more  diffuse;  and  (4)  there  is  nothing 
firm  beneath  the  inner  table,  and  hence  the  greater  splintering, 
as  in  driving  a  nail  through  a  board  when  there  is  nothing  solid 
below  to  oppose  the  blow.  The  outer  table  would  be  affected  in  a 
similar  manner  were  it  so  placed  in  regard  to  the  force,  as  the  table 
furthest  from  the  violence  splinters  most.  In  examining  the  state 
of  the  bone,  in  open  wounds  of  the  head,  always  use  a  finger  as  the 
probe.  A  fissured  fracture  must  be  distinguished  from  sutures  or 
abnormal  fissures,  as  the  "  parietal  fissure,"  and  from  the  edge  of 
the  torn  pericranium.  A  fissured  fracture  appears  as  a  bleeding, 
more  or  less  straight,  red  line,  which  grates  under  the  finger-nail. 
A  suture  is  not  a  red,  bleeding  line,  and  is  not  straight,  but  very 
zig-zag  and  serrated.  The  edge  of  the  pericranium  is  smootli, 
does  not  grate  under  the  finger-nail,  and  shows  a  slight  yielding 
to  pressure.  A  blunt  instrument  causes  a  "  gutter  "  fracture ;  a 
round  one,  like  a  hammer,  a  "saucer"  or  "pond"  fracture. 


FRACTURES  OF  THE  SKULL. 


1.  Fissured... 

2.  Depres.sed 

3.  Punctured 


Always  compound. 
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In  the  yoimg,  the  condition  known  as  Craniotabes  must  not 
be  mistaken  for  a  depressed  fracture ;  it  is  caused  by  hereditary 
syphilis  or  rickets,  and  usually  affects  the  occipital  and  parietal 
bones.  The  bones  are  thinned  in  patches,  so  that  they  readily 
yield  under  the  finger. 

A  Contusion  of  the  bones  of  the  head  may  produce  a  variety 
of  lesions — (1)  It  may  cause  concussion;  (2)  internal  haemorrhage, 
active  or  passive;  (3)  suppuration  between  the  bone  and  the  dura 
mater ;  and  (4)  cario-necrosis  of  the  injured  bone,  with  its  risks, 
chronic  hypertrophy,  ostitis,  causing  thickening  of  the  bone  and 
nodulation  on  its  internal  surface,  giving  rise  to  epileptic  or  even 
maniacal  attacks. 

Occasionally  the  superior  longitudinal  sinus  may  be  wounded 
by  pieces  of  depressed  bone  being  driven  into  it,  and  when  the 
bone  -is  removed  it  is  apt  to  be  followed  by  profuse  venous 
hfemorrhage.  To  treat  this  condition  a  compress  of  boracic  lint 
should  be  applied,  and  held  in  position  by  a  bandage,  for  forty- 
eight  hours  or  so ;  this  will  usually  permanently  arrest  the 
bleeding. 

An  occasional  result  of  simple  fracture  of  the  vault  is  a  traumatic 
Cephal hydrocele.  This  is  a  tumour  formed  by  an  accumulation 
of  cerebro-spinal  fluid  beneath  the  scalp.  The  fluid  in  this  case  is 
believed  by  Clement  Lucas  to  come  from  the  lateral  ventricles, 
owing' to  laceration  of  the  brain  substance,  rather  than  the  sub- 
araclmoid  space. 

Fractures  of  the  Base. — These  are  more  serious,  because  they 
are  nearer  the  vital  ganglia  and  are  nearly  always  compound,  and 
hence  the  great  risk  of  septic  meningitis ;  for  example,  the  fracture 
is  compound  when  it  passes  through  the  membrana  tympaui  or 
mucous  membrane  of  the  pharynx,  the  sphenoidal  sinuses,  and 
the  cribriform  plate  of  the  ethmoid,  into  the  nose.  They  are 
usually  caused  by  indirect  violence,  as — (1)  A  blow  by  a  large, 
soft,  heavy  body,  or  a  fall  on  the  top  of  the  head,  and  then  a 
fracture  is  apt  to  extend  from  the  part  struck  through  the 
petrous  portion  of  the  temporal  bone.  (2)  Sometimes  by  a  fall 
ou  the  feet  or  buttocks  by  the  impact  of  the  spine  against  the 
condyles  of  the  occipital  bone.  (3)  By  direct  violence,  as  a  knife 
or  umbrella  driven  into  the  orbit  or  nose,  or  a  pistol-shot  in 
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the  mouth ;  in  the  latter  case,  the  ball  will  also  probably  frac- 
ture the  vault  from  within  outwards.  (4)  Genuine  contre  couj], 
where  the  skull  is  struck,  say  on  the  vertex  or  sides,  fracturing  the 
base,  and  yet  there  is  no  fissure  radiating  from  the  point  struck. 
A  blow  about  the  root  of  the  nose  may  fracture  the  cribriform 
plate  of  the  ethmoid  or  the  orbital  plate  of  the  frontal,  and  a  fall 
on  the  chin  may  force  the  condyle  of  the  jaAV  through  the  middle 
fossa  of  the  skull  (Chassaignac),  or  fracture  the  petrous  portion 
of  the  temporal  (Hutchinson).  The  general  signs  of  fracture  of 
the  base  are — (1)  Long-continued  haemorrhage,  (2)  escape  of  the 
cranial  contents,  and  (3)  injury  to  the  cranial  nerves.  In  cases 
where  a  severe  blow  is  struck  on  the  head  without  causing 
depression  of  the  bone,  the  effects  of  contre  coup  are  well  shown. 
This  is  due  to  the  propulsion  of  the  brain  against  the  bone  at  the 
opposite  point,  and  contusion  of  the  brain  substance  is  greater  at 
this  point  than  just  beneath  the  fracture,  though  it  is  contused  at 
both  places.  Hence,  in  these  cases,  the  paralysis  is  always  greatest 
011  the  side  of  the  injury — i.e.,  the  side  opposite  to  the  contusion 
caused  by  contre  coup  (Hutchinson). 

In  the  Anterior  Fossa  there  is  extravasation  of  blood  into 
the  orbit,  and  under  the  conjunctiva  and  skin  of  the  lid,  or 
possibly  bleeding  from  the  nose,  sometimes  followed  by  the  escape 
of  cerebro-spiual  fluid;  the  blood  may  come  from  the  meningeal 
vessels  or  from  the  mucous  membrane  of  the  nose.  In  this  case 
the  Structures  severed  are  — (1)  The  arachnoid,  (2)  the  dura 
mater,  (3)  the  cribriform  plate,  and  (4)  the  mucous  membrane  of 
the  nose.  Should  the  patient  be  lying  on  his  back,  the  blood  from 
the  nose  may  trickle  back  into  the  pharynx  and  be  swalloAved  and 
afterwards  vomited,  giving  rise  to  a  suspicion  of  internal  injury. 
When  the  blood  passes  under  the  conjunctiva,  it  shows  that  the 
periosteum  lining  the  roof  of  the  orbital  cavity  is  torn ;  as,  were 
it  not  so,  then  the  blood  would  only  pass  into  the  skin  of  the  lid. 
In  a  case  of  this  kind,  therefore,  the  following  parts  are  ruptured 
— (1)  The  arachnoid,  (2)  the  dura  mater,  (3)  tlio  bone,  (4)  the 
periosteum  of  the  orbit.  The  first  and  second  pairs  of  cranial 
nerves  may  also  be  damaged ;  a  common  condition  is  effusion  of 
blood  iTito  tlic  sheath  of  tlie  optic  nerve,  causing  blindness, 
wliicli  gi'adually  passes  oil'  as  tlie  blood  is  absorbed.    Wlicn  tlie 
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htcmorrliage  is  beneath  the  conjunctiva  it  is  of  a  fan-shaped  form, 
increasing  in  extent  as  we  pass  backwards,  and  the  blood  retains 
its  scarlet  coloiir,  as  the  oxygen  readily  reaches  it  through  that 
membrane;  in  these  respects  it  dilfers  from  a  black  eye,  for  in 
this  condition  there  is  bruising  of  the  superficial  textures,  and 
the  htemorrhage  is  chiefly  in  the  skin;  Avhereas,  in  fracture  of 
the  skull,  the  effusion  is  into  the  loose  subcutaneous  cellular  tissue, 
and  the  escaped  blood  is  seen  through  the  undamaged  skin. 

In  the  Middle  Fossa,  the  most  characteristic  sign  is  bleeding 
from  the  ear,  followed  by  the  discharge  of  a  watery  fluid,  as  the 
fracture  is  usually  through  the  petrous  portion  of  the  temporal 
bone,  involving  the  internal  auditory  meatus ;  further,  the  tympanic 
membrane  is  ruptured,  as  well  as  the  sheath  of  arachnoid  sur- 
rounding the  facial  and  auditory  nerves  in  the  internal  auditory 
meatus.  The  Tissues  involved  are — (1)  The  petrous  part  of  the 
temporal  bone,  the  fracture  involving  the  internal  auditory  meatus 
with  the  internal  and  middle  ear;  (2)  the  arachnoid;  (3)  the  muc- 
ous membrane  of  the  tympanum;  and  (4)  the  membrana  tympani. 
If  the  tympanic  membrane  is  not  torn,  the  blood  will  pass  down 
the  Eustachian  tube  into  the  pharynx  and  probably  be  SAvallowed; 
there  will  also  be  more  or  less  deafness.  So  also  in  cases  of  fracture 
through  the  basi-sphenoid,  the  blood  is  swallowed;  take  care  there- 
fore lest  vomiting  of  this  swallowed  blood  mislead  the  diagnosis. 
The  fluid  has  the  characters  of  cerebro-spinal  fluid  — very 
watery  and  limpid,  and  therefore  of  low  specific  gravity,  containing 
much  chloride  of  sodium,  a  trace  of  albumen,  the  faintest  trace  of 
sugar,  and  is  not  coagulated  by  heat  or  nitric  acid.  Other  possible 
sources  of  this  fluid  have  been  suggested — a  secretion  from  the 
mucous  membrane  of  the  tympanic  cavity,  serum  from  a  blood  clot, 
but  if  so  it  ought  to  contain  much  albumen,  tlie  liquor  Cotunnii 
(perilymph),  or  the  liquor  Scarpa;  (endolympli).  In  fracture  of 
this  fossa  the  facial  nerve  is  often  implicated,  causing  facial  palsy ; 
other  nerves  in  this  region  may  also  sufl'er — as  the  auditory,  when 
there  will  be  deafness  on  that  side  to  the  tuning  fork  applied  to 
the  bones  of  the  head. 

In  fracture  of  the  Posterior  Fossa  the  signs  are  very  obscure. 
There  may  be  deep-seated  extravasation  of  blood,  producing  a 
yellowish  discoloration  of  the  skin  some  days  after  the  accident. 
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There  will  also  probably  be  some  tenderness,  puffiness,  or  extia- 
vasation  about  the  mastoid  process. 

Motor  Areas. — The  motor  areas  are  situated  immediately  in 
front  of  and  behind  the  Fissure  of  Rolando.  This  fissure 
separates  the  frontal  from  the  parietal  lobe  (Fif;.  145),  and  runs 
up  not  quite  parallel  with  the  coronal  suture,  being  from  one  and 
a  half  to  two  inches  beliind  it  at  the  vertex,  but  only  a  little  more 
than  an  inch  at  its  lower  end.    According  to  Thane,  the  upper 


Fig.  145. 

Fissure  of  Rolando  and  Motor  Areas. 


15.  Bi'oiiii's  Convolutions.. 
F.  Face  Centre. 


A.  Arm  Centre. 
L.  Leg  Centre. 


end  of  the  fissure  of  Eolando  is  placed  half  an  inch  behind  a  point 
midway  between  the  root  of  the  nose  and  the  external  occipital 
protuberance ;  its  lower  end,  for  all  practical  purposes,  is  situated 
about  two  and  a  quarter  inches  behind  the  external  angular  process 
of  the  frontal  bone.  The  fissure  passes  downwards  and  for\vards 
for  about  three  inches  and  three-quarters,  and,  according  to 
Professor  IIaub,  at  an  angle  of  sixty-seven  degrees  to  the  sagittal 
suture.    On  the  left  side,  at  the  lower  and  anterior  part  is  Buuca's 
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convolution  (centre  for  sjDeecli),  and  which  may  he  indicated  on  the 
surface  hy  a  point  two  inches  hehind,  and  ahout  one  inch  ahove 
the  level  of  the  external  angular  process;  close  to  tins  are  found 


Fig.  146. 
Dr  Reid's  Method. 


A.  Position  of  the  Puss  in  a 
ciisc  of  Mr  Barker's. 

B.  Rdd's  "Base  Linu." 

C.  Position  of  tlie  Pus  in  a 
case  of  Mr  Caird's. 

E.  External  Angular  Process. 
P.  Parieto-occipital  Fissure. 


1!.  Fissure  of  llolando. 

S.  Sylvian  Fissure. 

X.  The  most  prominent  part 
of  the  Parietal  Eminence. 

*  Point  to  Trephine  for  a 
Cerelicllar  Abscess. 

h.  Posterior  Boundary  of  tlic 
Teniporo-sphenoidal  Lobe. 


the  centres  for  the  tongue  and  lips.  Tliglicr  up  is  the  face  centre, 
then  the  centres  for  the  upper  liinb,  and  last  and  Jiighest  of  all  are 
found  the  centres  for  the  lower  limh.    So  therefore,  not  only  are 
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the  centres  for  the  two  sides  of  the  body  reversed,  those  for  llic 
left  half  of  the  body  being  on  the  right  side  of  the  brain,  but  they 
are  turned  upside  down  as  well.  In  cases  demanding  the  trephine 
it  is,  of  course,  to  be  done  on  the  side  opposite  to  that  on  which 
the  greatest  paralysis  exists. 

Dr  Reid's  Method  forfinding  the  Fissure  of  Rolando  (Fig.  14G). 
— First  draw  a  "base  line"  from  the  lower  border  of  the  orbit, 
through  the  external  auditory  meatus,  to  the  occiput.  IS^ext  draw 
a  line  from  the  depression  in  front  of  the  ear,  or  the  tubercle  of  the 
zygoma,  to  the  top  of  the  head,  and  at  right  angles  to  the  "  base 
line,"  and  another  similar  line  through  the  posterior  border  of  the 
mastoid  process ;  this  second  line  roughly  indicates  the  posterior 
part  of  the  first  temporo-sphcnoidal  convolution,  the  others  pass 
still  further  back.  A  line  is  now  drawn  from  the  ujjper  end  of 
the  posterior  line  downwards  and  forwards  to  the  point  where  the 
anterior  line  cuts  the  Sylvian  fissure.  As  nearly  as  I  can  make 
out,  the  posterior  of  the  two  vertical  lines — corresponding  to  the 
"  l)osterior  border  of  the  mastoid  process  "—is  about  an  inch  and 
a  cpiarter  behind  the  external  auditory  meatus. 

Lucas-Championniere's  Plan.— Find  the  bregma  by  carrying  a 
line  from  one  external  auditory  meatus  to  the  otlier  straight  across 
the  vertex:  the  upper  end  of  the  Assure  of  Eolando  is  55  mm. 
behind  this;  its  loioer  end  is  7  cm.  behind  the  external  angular 
process,  and  3  cm.  above  it. 

J^ToTE. — 25  mm.  =  one  inch,  and  5  cm.  =:  two  inches,  or  50  mm. 

The  Fissure  of  Sylvius. — As  far  as  surface-marking  is  concerned 
this  fissure  begins  at  the  pterion — a  point  about  an  inch  and  a 
quarter  behind  the  external  angular  process,  and  the  same  distance 
above  the  zygoma — runs  obliquely  l^ackwards  and  upwards  through 
tlie  parietal  bone  to  a  Httle  beyond,  and  tliree-quarters  of  an  inch 
below,  the  parietal  eminence,  ending  in  the  immediate  neighbour 
hood  of  the  supra-marginal  and  angular  gyri.  Tliis  is  the  so-called 
horizontal  limb  of  the  fissure,  and  it  separates  the  frontal  and 
parietal  lobes  from  the  temporo-sphenoidal.  The  ascending  limb 
of  the  same  fissure  begins  two  inches  beliind  the  external  angular 
process,  runs  upwards  obliquely  towards  the  vertex,  separating  the 
superior,  middle,  and  the  inferior  frontal  convolutions  from  the 
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ascending  frontal;  this  limb  is  almost  parallel  Avith  the  fissure 
of  Rolando,  and  is  usually  known  as'the  pre-central  sulcus.  Tlie 
intra-jMrietal  fissure  is  situated  between  the  ascending  parietal 
convolution  and  the  angular  gyrus. 

The  Parieto-Occipital  Fissure  is  from  a  half  to  three-quarters 
of  an  inch  in  front  of  the  lambda ;  it  joartly  separates  the  parietal 
from  the  occipital  lobe. 

The  Lobes  of  the  Brain. — The  frontal  lobe  is  placed  in  front 
of  the  fissure  of  Eolando,  and  below  is  bounded  by  the  anterior 
end  of  the  fissure  of  Sylvius  ;  the  parietal  lobe  is  bounded  in  front 
by  the  fissure  of  Eolando,  behind  by  the  parieto-occipital  fissure, 


Fig.  147. 
Lobes  of  the  Brain, 

Fissure  of  Rolando. 


and  below  by  the  fissure  of  Sylvius.  Eehind  this  point  is  placed 
tlie  occipital  lobe,  while  below  the  fissure  of  Sylvius  lies  the 
tempore -sphenoidal  lobe;  and  deep  in  the  fissure  of  Sylvius, 
hidden  by  the  operculum,  is  the  island  of  Reil.  That  part  of  the 
brain  in  fro7it  of  the  motor  areas  is  believed  to  be  the  psycho- 
logical region,  and  is  therefore  beyond  the  reach  of  experimental 
research.  The  part  behind  the  motor  areas  is,  in  a  general  way, 
the  sensory  regitm.  The  sight  centre  is  situated  in  the  anrjiilar 
r/i/rits  (Ferhier),  or  the  contiguous  occipital  lobe  (Munk);  the 
auditory  centre  is  in  the  superior  temporo-sphenoidal  convolution ; 
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smell  in  the  middle  temporo-sphenoidal,  and  taste  in  the  inferior 
temiDoro-sphenoidal  (Fig.  147).  The  centres  for  the  trunk  muscles 
are  placed  on  the  mesial  surface  of  the  marginal  gyrus,  the  anterior 
part  being  for  the  neck  muscles,  the  middle  for  the  shoulders,  and 
the  posterior  part  for  the  muscles  below  this.  The  centre  for  touch 
is  said  to  be  placed  in  the  posterior  part  of  the  mesial  surface  of 
the  gyrus  fornicatus. 

The  anterior  convolutions  of  the  brain  are  the  most  tolerant 
of  severe  mechanical  injury;  they  seem  to  be  able  to  bear  the 
greatest  amount  of  injury  without  being  followed  by  any  bad  result. 
Teaspoonfuls  of  brain  matter  have  been  squeezed  out  in  fractures 
of  this  region,  pieces  of  iron  driven  in  for  inches,  or  even  driven 
right  through  from  side  to  side,  and  yet  the  patient  recover  with- 
out a  single  bad  symptom,  and  with  absolutely  no  change  in  his 
mental  faculties. 

Extravasation  of  Blood  within  the  Cranium  may  take  place — 
(1)  Withm  the  brain  itself,  from  the  bursting  of  a  vessel,  or  from 
laceration  of  the  brain  substance;  (2)  in  the  meshes  of  the  pia  mater 
on  the  surface  of  the  brain;  (3)  in  the  subaraclmoid  space,  where 
it  spreads  widely  over  the  surface  usually,  but  it  may  also  remain 
circumscribed.  In  the  above  situations  the  blood  is  derived  from 
the  vessels  of  the  pia  mater  or  of  the  braiu  itself.  (4)  Between  the 
skull  and  the  dura  mater,  from  wound  of  a  menuigeal  artery — 
usually  the  middle;  and  sometimes  from  a  sinus — usually  the 
lateral.  When  the  middle  meningeal  is  the  source  of  the  bleeding, 
the  clot  extends  deeply  down  to  the  base  of  the  skull,  as  the 
blow  that  ruptured  the  artery  possibly  also  separated  the  dura 
mater  from  tlie  bone.  In  this  Avay  the  effused  blood  may  press  on 
the  cavernous  sinus,  leading  to  fulness  of  the  vessels  of  the  eye, 
protrusion  of  one  eyeball,  wide  dilatation  of  the  pupil,  and  probably 
paralysis  of  some  of  the  ocular  nerves;  this  occurs  on  the  samv 
side  as  the  extravasation,  and  there  may  also  be  hemiplegia  of  the 
opposite  side,  but  the  widely  dilated  and  insensible  pupil  is  on  the 
same  side  as  the  injury  (Hutchinson). 

MALFORMATIONS  OF  THE  BRAIN. 

In  examining  any  swelling  on.  the  head  to  asceilaiu  whctlier 
it  comniunicatcH  with  the  cavity  of  the  cranium,  had  out  the 
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folloAving  points: — (1)  Is  it  fixed  to  the  bond  (2)  Is  there  an 
opening  in  the  bone'?  (3)  Is  it  reducible,  Avholly  or  in  part? 
{i)  Docs  it  pulsate  ?  (5)  Are  there  any  cerebral  complications  on 
gentle  pressure,  or  otherwise,  such  as  convulsions  or  paralysis'? 
(6)  Does  its  tension  aiid  size  increase  when  the  child  cries,  or 
during  strong  expiratory  efforts. 

The  most  important  malformations  of  the  brain  visible  externally 
are — 

1.  Meningocele,  where  the  protrusion  consists  of  a  part  of  the 
membranes  filled  with  cerebro-spinal  fluid.  It  is,  as  a  rule,  of  small 
size,  globular,  pedunculated  or  sessile,  fluctuating,  and  translucent; 
its  tension  is  increased  by  strong  expiration,  and  it  may  be  entirely 
reduced.    It  is  often  associated  with  hydrocephalus. 

2.  Encephalocele,  where  the  protrusion  consists  of  brain  as  well 
as  membranes.  It  does  not  fluctuate,  and  is  opaque,  but  pulsates 
along  with  tlie  rest  of  the  brain,  and  may  Idc  partly  reducible. 

3.  Hydrencephalocele,  where  the  protruded  brain  is  distended 
by  an  accumulation  of  fluid  within  the  ventricles;  it  is  very  often 
large,  fluctuates,  and  may  sometimes  pulsate. 

These  malformations  are  believed  to  be  due  to  ijitra-uterine 
hydrocephalus,  and  not  merely  to  want  of  development  of  the 
bones  of  the  sknU.  The  tumours  are  soft,  rounded,  bluish  in 
colour,  and  covered  by  thin  skin,  increase  in  size  -when  the  child 
cries,  and  have  been  mistaken  for  nasvi.  Several  interesting  cases 
arc  recorded  by  ISIr  Hutchinson,  in  his  "  Illustrations  of  Clinical 
•Surgery."  They  are  usually  found  in  the  middle  line,  and  most 
frequently  at  the  back  of  the  head,  through  an  opening  in  the 
occipital  bone,  at  the  junction  of  the  four  centres  from  wliich  the 
supra -occipital  portion  is  developed;  the  lower  extremities  arc 
often  ill  -  developed,  and  talipes  calcaneus  is  sometimes  present. 
It  is  also  seen  at  the  root  of  the  nose,  betAveen  the  two  halves  of 
the  frontal  bone,  from  defective  ossiflcation  of  the  frontal,  nasal, 
and  ethmoid  bones :  at  the  anterior  and  posterior  fontanelles,  and 
occasionally  at  the  sides  of  the  skull.  ^Vhen  at  the  anterior  part 
of  the  skull,  they  always  communicate  with  the  lateral  ventricles ; 
tliosc  at  the  sides  with  tlie  third  or  lateral,  and  those  in  tlic 
occipital  region  Avith  the  fourtli.  In  the  occipital  region— the 
usual  situation— the  cavity  in  the  tumour  is  but  a  part  of  the 
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fourth  ventrical,  and  is  lined  by  a  thin  membrane  covered  by- 
nucleated  epithelium,  partly  ciliated — the  ventricular  ependyma. 
The  cerebellum  in  such  cases  is  either  rudimentary  or  absent;  when 
any  part  is  present  it  is  the  flocculus  or  subpeduncular  lobe,  also 
called  the  pneumogastric  lobule,  from  being  situated  behind  the 
pneumogastric  nerve.  It  is  also  sometimes  found  at  the  inner  angle 
of  the  eye,  a  little  to  one  or  other  side,  and  not  exactly  central; 
in  this  position  it  is  very  much  more  likely  to  be  mistaken  for  a 
nsevus.  It  has  also  been  seen  in  the  nose  and  mistaken  for  polj-^pus. 
It  may  even  project  through  the  basi-sphenoid  into  the  pharynx. 

The  diagnosis  depends  upon  the  following  points: — (1)  That 
they  are  congenital  and  at  the  seat  of  some  membranous  part  of 
the  foetal  skull;  (2)  that  they  fluctuate,  as  they  are  liquid  in  nature; 
(3)  that  they  increase  in  volume  when  the  child  cries;  (4)  that  they 
are  partly  or  wholly  reducible;  and  (5)  that  they  partake  of  the 
movements  of  the  brain,  pidsate,  etc. 

Such  swellings  must  be  distinguished  from — 

1.  Wens,  which  are  usually  multiple  and  are  fixed  to  the  skin, 
but  may  be  freely  moved  over  the  deeper  structures,  are  not  re- 
ducible, may  not  fluctuate,  and  the  bone  is  unaltered  below. 

2.  Dermoid  Cysts,  which  differ  from  wens,  in  that  they  are 
under  the  occipito- frontalis,  and  fixed  to  the  deeper  structures 
(pericranium ),  and  there  is  usually  a  depression  in  the  bone  around 
its  base ;  the  skin  can  be  freely  moved  over  the  dermoid  cyst.  It 
would  be  impossible  to  distinguish  between  a  dermoid  cyst  and  a 
meningocele,  the  pedicle  of  which  had  become  occluded,  without 
using  a  hypodermic  syringe. 

3.  A  Fatty  Tumour  lies  in  the  subcutaneous  tissue,  is  freely 
movable  over  the  deeper  structures,  and  is  not  fixed  to  the  skin, 
except  by  fragile  tags  of  fibrous  tissue ;  there  is  also  the  possible 
lobulation,  and  the  way  in  which  the  rounded  edge  slips  from 
under  the  finger,  which  is  quite  characteristic. 

4.  A  Subcutaneous  Neevus  is  reducible  on  gentle  pressure, 
without  cerebral  symptoms,  and  when  reduced  the  bone  can  bo 
felt  entire  beneath  it.  In  cases  where  it  is  situated  m  the  tissues 
over  a  fontanelle,  it  is  much  more  difficult  to  be  quite  sure  of  one's 
diagnosis.  In  cases  of  grave  doubt  one  must  use  a  hypodermic 
syringe,  when,  if 
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Meningocele... 

Nfevus   

Dermoid  Cyst 


=  Clear  cerebro-spinal  fliiitl. 
=  Pure  blood. 

=  Nothing,  as  the  contents  are  too  thick 


to  pass  through  the  needle. 


I  have  said  nothing  about  the  histories  of  the  different  cases, 
as  the  student  should  always  try  to  arrive  at  a  definite  diagnosis 
from  physical  examination  alone.  A  meningocele,  of  course,  is 
always  congenital;  and  a  nsevus,  if  not  congenital,  usually  begins 
about  a  couple  of  weeks  after  birth.  Whenever,  therefore,  there 
is  a  single  tumour  on  any  part  of  the  head,  but  especially  in  the 
middle  line,  exercise  great  caution  in  diagnosis  and  treatment. 

Dermoids  of  the  Scalp.  —  Dermoids  of  the  scalp  are  often 
attached  to  the  dura  mater.  Mr  Sutton  explains  this  by  stating 
that  early  in  embryonic  life  the  dura  mater  and  the  skin  are  in 
contact,  and  that  the  skull-bones  are  developed  between  these 
two  layers  at  a  later  period,  and  should  be  looked  upon,  therefore, 
as  secondary  cranial  elements.  The  usual  situations  for  cranial 
dermoids  are  the  anterior  fontanelle,  the  root  of  the  nose,  and  the 
external  occipital  protuberance,  and  they  are  apt  to  be  confounded 
with  sebaceous  cysts,  or  with  meningoceles.  "When  over  the  anterior 
fontanelle,  the  tumour  is  exactly  like  a  meningocele,  rising  and 
falling  with  regular  pulsation,  and  apparently  filling  out  when  the 
child  cries  or  coughs. 

The  Head  in  Rickets. — In  this  condition — (1)  The  anterior 
fontanelle  remains  open  for  a  long  time — to  the  third  or  fourth 
year ;  (2)  the  bones  are  thickened,  especially  aiear  the  sutures ; 
(3)  the  antero-posterior  diameter  is  long;  (4)  the  forehead  is  high, 
square,  and  projecting ;  (5)  the  bones  of  the  face  are  ill-developed, 
hence  the  face  is  often  small,  while  the  head  is  large;  and  (6)  the 
teeth  are  developed  late,  and  are  apt  to  fall  out. 

In  Congenita!  Syphilis,  periosteal  deposits  of  new  bone  are 
often  found  upon  the  four  processes  that  bound  the  anterior 
fontanelle.  Such  deposits  are  known  as  Parrot's  nodes,  or 
Osteophytes,  and  they  give  to  the  anterior  part  of  the  skull  a 
peculiar  natiform  appearance.  The  new  bono  is  at  first  very 
spongy  and  vascular,  but  by-and-by  becomes  more  compact.  These 
osteophytes  usually  develop  between  the  sixth  and  twelfth  months. 
Sometimes  also  wo  find  atrophic  patches — Craniotabes. 
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TREPHINING. 

Tliis  operation  should  not  be  performed  over  the  course  of  the 
sinuses,  nor  in  situations  likely  to  wound  the  middle  meningeal 
a^ter3^  A  line  drawn  over  the  head,  frojn  the  root  of  tlie  nose 
to  tlie  occipital  protuberance,  indicates  the  course  of  the  superior 
hmglhidinal  sinus;  and  tlie  posterior  two  thirds  of  another  line, 
drawn  from  the  same  protuberance  to  the  external  auditory  meatus, 
indicates  the  course  of  the  horizontal  portion  of  the  lateral  sinus  ; 
and  about  the  middle  of  this  line  the  pulsations  of  the  occipital 
artery  may  be  felt  (Holden). 


The  position  of  the  middle  meningeal  artery  must  also  be 
avoided,  unless  trephining  in  tliis  situation  be  indicated  for  special 
reasons  (see  vol.  i.,  page  103). 


Properly  speakijig,  "  trephining  "  should  only  be  applied  to  cases 
where  a  complete  circle  of  bone  is  removed  from  tlie  skull  by  the 
trephine,  though  it  is  usual  to-speak  of  elevating  depressed  fragments, 
removing  small  angles  of  bone  with  Hey's  saw  (Fig.  148),  etc., 
as  "  trephining."  "  Trepanning  "  is  an  operation  seldom,  if  ever, 
performed  now.  In  this  the  bone  was  removed  by  a  trephine  head, 
Avorked  in  the  same  way  as  a  carpenter's  boring  brace. 

Instruments  required.— Scalpel,  trephines,  dissecting  forceps,  n 
catcli  forceps,  a  brush  to  clear  away  the  sawdust,  director,  fine 
hypodermic  syringe  or  Grakfk'.s  cataract  knife,  a  ipnll,  JIey's 
saw,  elevator,  "  lenticular,"  raspatory,  sponges,  ordinary  and  silver 
drainage  tuTies,  etc. 
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Cautions. — The  chief  points  to  be  attended  to  are— (1)  To 
avoid  the  course  of  sinuses  and  arteries,  and  also  sutures,  because 
veins  very  often  pass  through  at  or  near  sutures.  (2)  To  work 
the  trei)liine  very  cautiously,  as  one  can  have  no  idea  of  the 
thickness  of  the  skull — it  may  be  very  thin  or  very  thick,  or 
one  side  thick,  the  other  thin;  the  rule  Mr  Chiene  gives  is,  to 
trephine  just  as  if  the  skull  in  question  were  the  thinnest  skull 
ever  seen,  and  thinner  in  one  half  of  the  circle  than  the  other. 
(3)  The  pericranium  must  be  preserved.  The  old  way  was  to 
make  a  crucial  incision  through  everything  right  down  to  the 
bone  at  once,  and  then  turn  back  the  flaps.  At  the  present  time 
a  V-  or  horse-shoe-shaped  incision  is  usually  employed;  the  flap 
must  be  made  in  such  a  way  that  the  blood-vessels  are  cut  where 
they  are  smallest — i.e.,  the  convexity  of  the  horse-shoe  must  be 
towards  the  saggital  suture,  so  that  the  trunks  of  the  arteries  are 
in  the  base  of  the  flap.  (4)  The  circle  of  bone  must  be  sawn  com- 
pletely through  before  it  is  removed,  or  a  sharp  splinter  is  left 
on  the  irmer  edge,  which  is  difficult  to  remove,  and  which  if  not 
removed  will  set  np  inflammation  of  the  membranes.  The  centre 
pin  of  the  trephine  is  made  to  project,  and  fixed  by  the  screw  at 
one  side  for  that  purpose ;  it  is  then  applied  to  the  denuded  bone, 
into  which  the  centre  pin  is  at  once  pressed,  so  that  it  may  fix  the 
trephine  head  till  it  has  made  a  groove  for  itself.  It  is  rotated 
alternately  from  right  to  left,  until  the  groove  is  sufl[iciently  deep 
to  hold  the  crown,  when  the  centre  pin  must  be  withdrawn.  The 
groove  is  to  be  cleared  out  from  time  to  time  by  a  smaU  brush, 
and  measured  by  a  quill  or  probe  to  see  if  it  is  of  the  same  depth 
all  the  way  round.  When  the  diploc  is  reached  the  saAvdust  will 
be  tinged  with  blood,  and  then  the  operator  must  be  specially 
cautious.  With  the  view  of  avoiding  wound  of  the  dura  mater, 
.some  operators  recommend  a  conical-crowned  trephine. 

When  to  Trephine. — No  exact  rules  can  be  laid  down  for  all 
cases;  each  case  must  be  judged  on  its  own  merits.  The  following 
rules  (after  Spence)  may  be  taken  as  fairly  typical  and  trust- 
worthy: — {\)  At  once,  in  all  cases  of  distinct  punctured  fracture. 
In  these  cases  the  fracture  is,  of  course,  always  compound,  and 
we  know  that  tlie  inner  table  is  much  broken  up,  probably  into 
a  number  of  loose,  sharp-cornered  fragments,  Avhich  arc  mve  to 
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set  up  miachief  if  left,  which  will  necessitate  their  removal  at  a 
later  period  under  less  favourable  conditions.  Very  often,  also, 
the  dura  mater  is  wounded  hy  the  instrument  causing  the  fracture, 
or  else  a  sharp  specule  of  bone  is  driven  into  it.  The  trephiaing 
in  this  case  is  not  to  relieve  compression.  (2)  At  once,  in  cases 
of  compound  comminuted  depressed  fracture,  in  the  adult— -not 
in  cases  of  mere  fissure  with  wounded  scalp.  In  the  child,  wait 
for  symptoms.  (3)  In  simple  depressed  fracture,  try  other  means 
first,  and  only  trephine  when  the  symptoms  of  compression  are 
urgent  and  persistent.  By  following  this  plan  we  avoid  unneces- 
sarily transforming  the  simple  into  a  compound  fracture.  (4)  In 
compression  due  to  extra-meningeal  hajmorrhage,  when  its  position 
can  be  diagnosed — by  the  existence  of  a  fissured  fracture  over  the 
course  of  the  middle  meningeal,  for  example.    (5)  In  compression 

Fig.  149. 
Pott's  Puffy  Tumour. 

(After  Spence.) 

"  Puffy  Tumour." 

Abscess. 

Scalp. 
Bone. 

Dura  Mater, 
Brain. 

due  to  suppuration,  if  the  seat  can  be  diagnosed,  as  from  the 
previous  existence  of  suppuration  of  the  middle  ear,  or  from  the 
presence  of  Pott's  "pufly  tumour,"  or  unhealthy  state  of  a  scalp 
wound,  the  edges  of  which  become  everted  and  retracted,  leaving 
the  bone  discoloured  at  the  bottom  of  the  Avound,  and  the  discharge 
becomes  thin  and  gleety.  Pott's  tumour  is  merely  a  boggy  infiltra- 
tion or  flattened  swelling  under  or  in  the  scalp  tissues,  but  tliere 
is  no  well-marked  "tumour;"  if  present,  it  will  be  of  assistance 
in  cases  where  the  scalp  is  not  wounded  (Fig.  149).  It  indicates 
suppuration  between  the  bone  and  the  dura  mater.  (6)  In  cases 
of  epilepsy  or  local  paralysis,  due  to  some  local  injury,  sucli  as  a 
contusion ;  in  these  cases  the  existence  of  an  old  scar  may  guide. 
In  trephining  in  cases  of  epilepsy  of  non-traumatic  origin,  it 
probably  matters  but  little  what  part  of  the  vault  of  the  skull 
be  removed,  as  any  opening  thus  made  will  act  as  a  safety  valve, 
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or  fontanel]  e,  in  times  of  extra  pressure  in  the  contents  of  the 
cranium.  In  connection  with  this,  it  is  interesting  to  observe 
that  for  some  time  after  birth  the  anterior  fontanelle  actually 
increases  in  size ;  this  is  no  doubt  due  to  the  very  rapid  growth 
of  the  brain  during  this  period  of  life,  and  probably  acts  as  a 
safety  valve,  preventing  convulsions.  (7)  In  tumours  of  the  brain, 
if  their  seat  can  be  diagnosed. 

Compression  differs  from  Concussion,  in  that  there  must 
always  be  a  palpable  lesion  in  the  former;  whereas,  in  concussion 
there  is  no  palpable  lesion — the  changes  being  probably  circulatory. 
The  symptoms  come  on  at  once,  and  are  much  more  evanescent 
than  in  compression.  If  com^jression  is  produced  at  once,  it  is 
due  to  depressed  bone ;  if  it  comes  on  in  a  few  hours,  it  is  due 
to  hfemorrhage;  if  later — ten  to  twelve  days — it  is  due  to  the 
effects  and  products  of  inflammation.  Htemorrhage  may  either 
be — (a)  active,  coming  from  the  arteries;  or  (h)  passive,  from 
venous  sinuses ;  in  the  latter  case,  it  is  very  much  slower  and 
more  insidious  in  its  onset  than  when  it  comes  from  an  artery. 

Tumours  of  the  Brain.— The  usual  signs  of  brain  tumour 
are — (1)  Fixed,  persistent,  and  often  intense  pain  ( ceplmlalgia ), 
especially  when  near  the  surface  of  the  brain;  (2)  sometimes  severe 
giddiness ;  (3)  irritation  of  motor  or  sensory  functions,  or  of  the 
special  senses;  (4)  optic  neuritis  ("cliolced  disc");  (5)  vomiting 
is  a  common  symptom ;  and  (6)  alteration  in  the  size  of  the  pupils. 
The  evil  results  arise— (ct)  From  displacement  of  parts,  {h)  from 
interference  with  the  functions  of  the  neighbouring  parts  of  the 
brain,  (c)  from  irritation  of  parts,  followed  by  inflammation  and 
degeneration,  as  a  direct  result;  or  {d)  from  interference  with  the 
cranial  contents,  generally  from  the  increased  intra-cranial  pressure. 
Should  the  tumour  be  seated  in  or  near  the  medulla,  we  may 
expect  polyuria  and  diabetes  mellitus,  or  interference  with  the 
heart  and  respiration;  if  it  is  in  the  cerebellum,  affections  of 
co-ordination  and  equilibrium,  with  a  staggering,  drunken-like 
gait.  When  a  tumour,  e.rj.,  a  glioma,  affects  the  cortical  centres, 
epileptiform  seizures  are  common,  and  the  fit  begins  by  spasm  of 
the  part  in  connection  with  the  centre  implicated.  These  sjiasms, 
or  occasionally  paresis  or  paralysis  of  certain  parts,  indicate  the 
part  of  the  cortex  affected  and  the  point  at  which  the  trephine 
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should  be  applied,  e.g.,  a  tumour  about  the  ceutvc  of  the  right 
fissure  of  Rolando  will  probably  cause  spasm,  paresis,  or  paralysis, 
of  the  left  upper  extremity  ;  when  the  posterior  part  of  the  lower- 
half  of  the  pons  is  affected,  we  meet  with  alternate  hemiplegia  or 
cwssed  paralysis — i.e.,  the  facial  is  paralysed  on  the  same  side  as 
tlie  brain  lesion,  while  the  body  is  paralysed  on  the  opposite  side; 
in  lesions  of  the  upper  lateral  half  of  the  pons,  the  facial  is  on  the 
same  side  as  the  body  paralysis,  and  both  are  on  the  side  opposite 
to  the  brain  lesion.  When  the  crura  cerebri  are  affected,  we  find 
simultaneous  paralysis  of  half  of  the  face  and  body,  on  the  side 
opposite  to  the  brain  lesion,  but  paralysis  of  the  third  nerve 
{motor  oculi)  on  the  same  side  as  the  brain  lesion. 

THE   THYROID  GLAND. 

In  man,  this  is  a  ductless  gland,  situated  at  the  upper  part  of  the 
trachea,  and  consists  of  two  lateral- lobes  and  the  connecting  isthmus; 
the  isthmus  joins  the  lower  third  of  the  lateral  lobes,  and  usually 
covers  the  second,  third,  and  fourth  rings  of  the  trachea.  Eacli 
lobe  extends  from  the  fifth  or  sixth  ring  of  the  trachea  to  the  side 
of  the  thyroid  cartilage  ;  the  right  lobe  is  a  little  longer  and  wider 
than  the  left.  There  is  sometimes  a  conical  third  lobe,  called  the 
pyramid,  arising  from  the  left  side  of  the  isthmus,  or  from  the  left 
lobe,  and  ascends  as  high  as  the  hyoid  bone.  The  whole  gland  is 
rather  larger  in  females  than  in  males,  and  is  slightly  increased 
during  menstruation  ;  the  right  lobe  is  slightly  larger  than  the  left. 
Some  muscular  bands  are  said,  by  Sojlmerring,  to  pass  from  the 
body  of  the  hyoid  bone  to  the  upper  part  of  the  isthmus,  forming 
a  muscle  called  the  levator  glandulai  tliyroideco. 

In  all  the  vei'tebrata  the  thyroid  body  arises,  as  one  or  more 
diverticula,  from  the  ventral  wall  of  the  pharynx,  or  floor  of  the 
mouth  ;  in  a  few  of  the  lowest  forms  it  retains  its  connection  with 
the  pharynx,  but  in  the  higher  forms  this  communication  becomes 
.shut  off,  and  the  duct  rendered  obsolete.  In  man  and  other  higher 
mammals  tliis  communication  is  represented  in  the  embryo,  and 
the  passage — first  detected  by  His — is  known  as  the  thyreo-hyoid, 
or  tlie  thyrco  -  lingual  duct.  On  the  appearance  of  the  hyoid 
bone,  the  duct  becomes  divided;  the  segment  in  relation  with  tlio 
tongue  is  the  lingual  duct,  whilst  that  which  retains  its  connection 
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with  the  thyroid  is  the  thyroid  duct,  more  commonly  known  as 
the  "processus  pyramidalis,"  and  as  it  is  often  surrounded  by 
muscular  tissue,  is  frequently  described  in  anatomical  text-hooks  as 
the  "levator  glandulas  thyroidete."  The  lingual  duct  is  sometimes 
jn-esent  in  the  adult,  and  extends  from  the  foramen  cascum  on  the 
dorsum  lingua  to  the  hollow  of  the  hyoid  bone.  Should  both  ends 
become  closed,  it  will  give  rise  to  a  lingual  dermoid;  it  may  also 
give  rise  to  tumours  structurally  resembhng  the  thyroid  gland — 
thyroid  dermoids,  or  the  congenital  adenomata  (Bland  Sutton). 

Relations. — Anteriorly — The  integumentary  structures  and  deep 
fascia,  and  the  sterno-hyoid,  sterno-thyroid,  and  omo-hyoid  muscles. 
Laterally — ^The  sheath  of  the  carotid  vessels.  Posteriorly — The 
trachea  and  larynx  and  the  loAver  part  of  the  pharynx,  and  on  the 
left  side  the  oesophagus  also. 

Structure. — It  consists  of  a  capsule  of  connective  tissue,  from 
which,  as  usual,  septa  pass  off  into  the  interior  of  the  organ, 
dividing  it  up  into  lobes  and  lobules ;  numerous  blood-vessels  and 
lymphatics  ramify  in  the  septa.  Each  lobule  consists  of  a  number 
of  closed  vesicles  closely  surrounded  by  a  kind  of  vascular  connec- 
tive capsule,  derived  from  the  septa;  each  vesicle  is  lined  by  a  single 
layer  of  epithelial  cells,  and  contains  a  viscid,  homogenous,  semi- 
fluid, slightly  yellowish,  or  bloody  material,  in  which  are  found  red 
blood  corpuscles  in  all  stages  of  disorganisation  and  discoloration. 

Vessels.— The  thyroid  gland  is  a  very  vascular  structure.  Its 
Arteries  are  the  superior  and  inferior  thyroids,  and  sometimes 
tlie  th-ijroidea  media  or  ima,  which  arises  from  the  innominate, 
or  the  arch  of  the  aorta,  and  passes  up  in  front  of  tlie  trachea. 
The  arteries  are  very  large,  and  anastomose  with  great  frequency. 
The  Veins  form  a  plexus  round  tlie  gland  and  on  the  front  of 
the  trachea,  from  which  plexus  the  superior,  middle,  and  inferior 
thyroid  veins  arise;  the  superior  and  middle  end  in  the  internal 
jugular,  the  inferior  in  the  innominate  vein.  The  superior  crosses 
iu  front  of  the  upper  part  of  the  common  and  the  lower  part  of 
the  external  carotid,  the  middle  in  front  of  the  lower  part  of  the 
common  carotid,  and  tlie  inferior  in  front  of  the  trachea;  they 
must,  therefore,  be  carefully  looked  for  and  secured,  in  ligature 
of  these  arteries,  and  in  the  low  operation'  of  tracheotomy.  The 
Nerves  are  derived  from  the  pneumogastric,  and  from  the  middli' 
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and  inferior  cervical  ganglia  of  the  sj'mpathetic.  The  various  forms 
of  enlargements  to  which  this  gland  is  subject,  commonly  go  by 
the  name  of — 

Bronchocele  or  Goitre.  —  Varieties  —  All  forms  begin  as  a 
simple  hypertrophy  of  the  gland  substance,  but  during  its  progress 
one  or  other  constituent  increases  out  of  proportion  to  the  others. 
(1)  Simple  Bronchocele,  where  all  the  parts  of  the  gland  remain 
equally  affected  ;  (2)  Cystic  Broncliocele,  where  the  vesicles  are 
principally  affected ;  (3)  Fibrous  Broncliocele,  where  the  interlobular 
fibrous  tissue  undergoes  great  increase ;  (4)  Pulsating  Broncliocele, 
where  the  arteries  are  very  much  enlarged  and  pulsate ;  tliis 
variety,  when  associated  with  protrusion  of  the  eyeballs  (2:)roptosis 
oculi),  is  known  as  Exophthalmic  Goitre  (Graves's  or  Basedow's 
disease).  The  above  forms  are  associated  with  the  usual  signs  of 
aneemia,  as  paUor,  palpitation,  bruits  of  debility,  both  cardiac  and  \ 
vascular,  dyspepsia,  and  menstrual  troubles.  There  are,  however, 
other  two  forms  of  enlargement — (a)  From  malignant  disease  or 
Malignant  Bronchocele,  wliich  always  follows  one  or  other  of  the 
chronic  forms  of  bronchocele  already  mentioned ;  carcinoma  occurs 
more  frequently  than  sarcoma.  (&)  There  is  an  Acute  Bronchocele 
which  may  cause  death  from  asphyxia  in  a  few  days  or  weeks ; 
it  is  usually  found  in  adolescents.  In  this  country  goitre  is 
most  common  in  Derbyshire,  and  has,  therefore,  been  called  the 
"  Derhysliire  neck."  When  goitre  is  associated  with  idiocy  it 
constitutes  the  condition  known  as  "  Cretinism." 

Diagnosis. — The  cystic  and  pulsating  varieties  must  be  diagnosed 
from  carotid  aneurism  or  other  swellings  of  the  neck  ;  the  position, 
shape,  and  attachments  will  help,  but  the  most  characteristic 
diagnostic  point  is  to  ask  the  patient  to  swallow  when  the  thjToid 
body  will  move  with  the  larjoix  and  trachea  during  that  act.  In 
pulsating  bronchocele  too,  the  isthmus  is  always  affected  more  or 
less,  and  the  swelling  is,  furtlier,  more  fixed  towards  the  trachea  or 
middle  line,  Avhereas  a  carotid  aneurism  is  most  firmly  fixed  under 
the  sterno-mastoid.  For  the  different  varieties,  diagnose  on  general  ^ 
jDrinciples :  the  fibrous  form  is  most  likely  to  give  rise  to  pressure 
effects — e.g.,  on  the  trachea  and  both  superior  laryngeal  nerves; 
if  the  bronchocele  be  one-sided,  it  is  practically  always  the  cystic 
variety;  the  vascular  form  affects  both  sides  more  or  less. 
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Treatment. — Blaud's  pills  for  the  anfemia  j  change  to  higher, 
drier,  and  more  airy  dwellings ;  iodine  or  the  iodides,  both  in- 
ternally, and  externally,  in  the  form  of  ointments,  well  rubbed  in, 
in  front  of  a  good  fire,  or  in  the  sun's  rays.  For  the  Simple  form, 
try  medical  treatment  first  j  only  excise  the  gland  if  there  be  great 
dyspnoea  and  dysphagia.  For  the  Cystic — tap  and  draw  ofl:  the 
fluid,  and  inject  iodine;  the  fluid  is  usually  like  coffee-grounds. 
The  Fibrous  treat  as  the  simple  variety.  For  the  Vascular  forms, 
try  medical  treatment  first;  and  if  this  fail,  then  use  electrolysis 
(Duncan).  Ergot  and  ligature  of  the  thyroid  arteries  have  also 
been  tried  for  this  form. 

Excision  of  the  Tliyroid  (Watson).  —  Make  a  free  mesial 
incision  down  to  and  through  the  deep  fascia  of  the  neck.  It  will 
be  safer  to  divide  the  deep  fascia  on  a  flat  director.  Do  not  divide 
the  areolar  tissue  surrounding  the  gland,  which  is  a  prolongation 
of  the  cellular  tissue  sheaths  of  the  arteries  supplying  it,  and 
if  this  be  torn  through  it  will  be  impossible  to  secure  the  vessels, 
as  they  are  so  brittle;  the  capsule  of  the  gland  itself  must  also  be 
left  imdisturbed,  otherwise,  if  it  be  opened,  there  will  be  excessive 
haemorrhage.  After  the  deep  fascia  of  the  neck  is  divided  the 
muscles  are  drawn  aside  and  the  gland  exposed  well  all  round. 
The  vessels  must  now  be  secured.  The  four  arteries  enter  at  the 
four  corners,  but  the  veins  leave  on  every  side,  except  the  upper 
edge;  all  vessels  must  be  secured  within  their  sheaths  with  double 
ligatures,  passed  by  means  of  an  aneurism  needle.  Pass  all  round 
the  gland,  taking  up  the  tissue  in  bundles,  and  tying  it  en  masse; 
after  this  divide  the  tissue  between  the  two  ligatures,  open  the 
areolar  tissue  surrounding  the  capsule  of  the  gland,  carefully 
snip  through  all  otlier  attachments  with  blunt-pointed  scissors, 
securing  any  vessel  as  you  proceed,  and  remove  the  gland  entire 
in  its  capsule,  taking  special  care  lest  there  be  adhesions  to  the 
internal  jugular  vein.  Other  methods  are — Excision  of  one-half 
of  the  gland,  and  excision  of  the  isthmus,  with  the  hope  that 
the  gland  will  then  atrophy.  Lister  also  scoops  out  a  part  of  the 
gland  by  means  of  a  large,  sharp  spoon,  through  an  incision  near 
the  edge  of  the  sterno-mastoid;  the  gland  is  opened  by  Paquelin's 
cautery,  and  the  spoon  introduced.  The  bleeding  is  restrained  by 
pressure. 
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When  Acute  Bronchocele  gives  rise  to  serious  symptoms,  tliiee 
courses  are  open  to  the  Surgeon— (1)  To  perform  tlic  low  operation 
of  tracheotomy ;  (2)  division  of  the  sterno-hyoicl,  sterno-thyroid, 
and  omo-hyoid  muscles,  as  they  bind  the  gland  down  and  press  it 
against  the  trachea  (Bonnet);  (3)  division  of  the  isthmus  for  the 
same  purpose,  to  remove  the  pressure  from  the  windpipe  (Gibb). 

Clinical  Relationships— The  relation  of  the  thyroid  gland  to— 
(1)  Cretmism,  (2)  Myxcedenia,  (3)  Acromegaly,  and  (4)  to  certain 
bone  diseases,  is  well  worthy  of  the  student's  attention. 

1.  Cretinism  has  been  observed  as  a  sequel  to  excision  of  the 
gland. 

2.  Myxcedema  (Okd)  has  also  been  frequently  observed,  by 
KocHER  and  others,  as  a  sequel  to  the  same  operation.    In  this 
disease  the  connective  tissue,  especially  of  the  hands,  feet,  and 
face,  become  swollen,  waxy-like,  and  rounded  in  outline ;  it  seems 
that  the  constituent  gelatine  and  chondrine  revert  to  the  embryonic 
type,  and  become  transformed  into  mucin  or  mucous  tissue.  There 
is  a  gradually  increasing  debility,  harsh  dry  skin,  large  baggy 
swellings  in  the  supra-clavicular  regions ;  the  intellect  becomes 
dulled,  the  circulation  sluggisli,  thought  and  speech,  and  all  tlic 
mental  faculties  become  sIoay  ;  the  eyelids  become  thick,  heavy, 
swollen,  and  transparent ;  the  hands  spade-like,  and  the  expression 
of  the  countenance  idiotic  ;  and  the  patient  may  even  become 
insane.    To  avoid  this  unfortunate  result,  it  has  been  advised 
that  the  isthmus  alone  be  removed,  and  in  many  cases  its  removal 
has  been  followed  by  atrophy  of  the  lateral  lobes.    The  wdema 
in  this  affection  differs  from  ordinary  dropsy,  in  the  fact  that  it 
is  not  necessarily  found  in  the  most  dependent  parts,  and  that 
the  swollen  parts  do  not  pit  on  pressure.    It  is  most  fre(iuently 
found  in  women  of  middle  age ;  the  usual  change  in  tlie  tliyroid 
consists  in  the  substitution  of  delicate  fibrous  tissue  for  the  jmiper 
glandular  substance.    The  ]\Iyxoedema  Committee  believe  that  it 
is  the  same  disease  as  that  named  Sporadic  Cretinisin  affecting 
children,  and  probably  identical  with  Gur.hexia  Strumij)nva  of 
KociiEU,  and  also  closely  allied  to  the  "cretinoid  condition"  of 
Gull.    It  is  quite  probable  that  the  gland  has  a  trojjJu'c  function; 
in  its  clinical  relationships  it  suenis  to  resemble  the  supra-renal 
capsules. 
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3.  Acromegaly  (aa-omkjalie)  seems  to  liave  some  obscure 
relation  to  affections  of  this  gland.  At  first  sight  this  affection 
seems  to  resemble  myxcBclema,  but  is  widely  different.  The  lower 
jaw  becomes  very  much  enlarged,  so  that  the  face  becomes  egg- 
shaped,  with  the  large  end  downwards ;  the  cartilages  and  bones 
of  the  nose,  the  cartilages  of  the  eyelids  and  ears,  are  much 
enlarged,  the  lower  lip  thick  and  everted,  but  the  long  bones  are 
rarely  affected.  The  disease  has  received  its  name  from  the  char- 
acteristic and  gigantic  enlargement  of  the  head,,  hands,  and  feet, 
but  there  is  no  swelling  or  oedema  of  the  soft  parts.  In  women, 
menstruation  usually  ceases  early  in  the  course  of  the  disease. 
The  cause  of  the  enlargement  is  found  in  an  overgroivth  of  the 
hones  themselves,  and  thus  differs  from  myxoedema,  Avhere  the 
soft  parts  alone  are  affected;  the  lower  jaw  and  cheek  bones  are 
specially  affected.  In  acromegaly  Ave  may,  however,  find  other 
curious  changes  besides  alterations  in  the  thyroid— viz.,  enlarge- 
ment of  the  hypophysis  cerebri  (pituitary  hody),  and  persistence 
and  hyperplasia  of  the  thymus.  The  enlargement  of  the  pituitary 
body  may  cause  pressure  upon,  or  even  destruction  of  the  optic 
commissure.  It  will  also  be  remembered  that  this  little  body  has 
a  very  curious  developmental  history,  and  that  it  is  constant  and 
uniform  through  all  the  vertebrata;  it  is  formed  by  U\'o  outgrowths, 
one  from  the  brain,  the  other  from  the  epiblast  of  tlie  back  and 
upper  part  of  the  future  mouth. 

4.  It  has  been  noticed  that  in  many  cases  of  Malignant  Disease 
of  the  Thyroid,  secondary  growths  are  specially  apt  to  occur  in 
the  bones,  these  growths  having  the  same  general  style  of  structure 
a.s  the  thyroid  gland  itself  j  indeed,  it  would  seem  that  a  simple  en- 
largement of  the  thyroid,  when  associated  Avith  other  growths  of  a 
malignant  nature,  in  the  bones  and  viscera,  is  able  to  stamp  them 
with  its  own  peculiarity  of  structure  (Hutchinson). 

THE  PAROTID  GLAND. 

This  gland  fills  up  the  hollow  between  the  mastoid  process  and 
tlic  stcrno-mastoid  muscle  behind,  and  the  ascending  ramus  of  the 
lower  jaw  in  front.  Boundaries.— Above,  it  extends  as  high  as  the 
zygomatic  process  ;  below,  it  is  bounded  Ijy  a  line  passing  from  the 
angle  of  the  loAVcr  juAV  to  the  anterior  border  of  the  storno-uiastoid 
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muscle ;  behind,  by  the  external  auditory  meatus,  pinna,  mastoid 
process,  and  sterno-mastoid  muscle  .^Ijaleriorly,  it  stretches  over 
the  masseter  muscle,  and  from  this  part  the  duct  emerges.  The  deep 
surface  of  the  gland  extends  to  the  styloid  process,  passes  beneath 
the  mastoid  process  and  sterno-mastoid  muscle ;  it  also  fills  up  the 
hollow  behind  and  below  the  articulation  of  the  lower  jaw,  and 
further,  passes  to  the  great  vessels  in  this  region.  The  gland  is 
invested  by  a  dense  fibrous  sheath,  derived  from  the  deep  cervical 
fascia;  it  is  very  dense  on  the  outer  and  lower  aspects  of  the  gland, 
but  on  the  upper  and  deep  aspects  it  is  very  thin,  and  between 
the  styloid  process  and  the  external  pterygoid  muscle  it  is  absent 
altogether.  Abscesses  therefore  tend  to  pass  upwards  towards  the 
temporal  or  zygomatic  fosste,  or  inwards  towards  the  pharynx, 
rarely  passing  outwards  or  downwards.  Pus  may  also  make  its 
way  from  the  pharynx  outwards  to  the  parotid  region,  or  down 
from  the  temporal  fossa.  The  deep  surface  of  the  gland  has  a 
very  close  relation  to  the  cartilaginous  part  of  the  external  audi- 
tory meatus,  the  ramus  of  the  lower  jaw,  and  the  temporo-raaxillary 
articulation,  as  well  as  the  great  vessels  and  nerves  of  the  neck — 
the  internal  carotid  artery,  the  internal  jugular  vein,  the  vagus,  the 
glosso-pharjTigeal,  the  spinal  accessory,  and  the  hypoglossal  nerves. 
It  has  a  close  relation  also  to  the  foramen  ovale  and  the  exit  of 
the  third  division  of  the  fifth  nerve,  so  that  pus  has  been  known 
to  pass  from  the  parotid  region  into  the  skull  along  this  nerve 

(ViRCHOW). 

Tumours  and  Abscesses  of  this  gland  give  rise  to  much  pain 
because  of  the  dense  unyielding  fibrous  capsule  of  the  gland,  and, 
therefore,  should  be  relieved  early  by  incision  (in  the  case  of 
abscess),  or  excision  (in  the  case  of  tumours).  The  relation  of  the 
gland  to  various  important  vessels  and  nerves  must  be  kept  in 
mind : — (1)  The  external  carotid  enters  the  deep  surface  of  the 
gland,  and  gives  off  in  it  the  following  branches : — (a)  Occipital, 
(h)  posterior  auricular,  (c)  temporal,  and  (cZ)  internal  maxiUary. 

(2)  Passing  from  the  gland  is  the  external  jugular  vein,  formed 
in  the  gland  by  the  union  of — (a)  The  temporal,  (6)  internal 
maxillary,  (c)  posterior  auricular,  and  {d)  transverse  facial  veins.- 

(3)  Tlie  auriculo-temporal  nerve  enters  the  gland  at  its  lower  and 
posterior  part,  and  the  facial  nerve  passes  through  the  gland  and 
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leaves  it  by  its  upper,  anterior,  and  lower  borders.    The  order 
from  the  surface  is— nerves,  veins,  arteries.    Paralysis  of  the  facial 
nerve  is  a  not  uncommon  result  of  tumours  in  this  region;  it  is 
specially  common  in  malignant  tumours,  but  not  in  innocent; 
some  even  use  this  as  a  diagnostic  difference  between  simple  and 
malignant  tumours.     The  difference  is  probably  due  to  the  rate 
of  growth  in  the  two  cases.    But,  further,  the  deep  surface  of  the 
gland  is  in  relation  with  the  internal  carotid  artery,  and  internal 
jugular  vein.    Parotitis  and  abscess  have  frequently  been  found 
after  injuries  of  the  abdomen  and  pelvis ;  the  cause  is  not  known, 
though  some  have  suggested  that  it  is  probably  pytemic  in  nature. 
In  operations  about  the  gland  for  the  excision  of  tumours  or  the 
opening  of  an  abscess,  the  knife  should  not  be  entered  behind  a 
line  dra™  from  the  condyle  to  the  angle  of  the  jaw,  lest  the 
external  carotid  artery  should  be  injured ;  and,  to  avoid  wound- 
ing the  trunlc  of  the  facial  nerve  or  the  chief  branches  of  the 
"pes  anserinus,"  the  incisions  should  be  made  as  far  as  possible 
parallel  with  the  main  trunks — i.e.,  the  knife  must  be  held  hori- 
zontally, and  the  gland  at  the  same  time  be  drawn  well  forwards. 
The  facial  is  the  motor  nerve  of  the  muscles  of  expression,  and 
its  division  gives  rise  to  paralysis  of  these  muscles;  hence  the 
importance  of  preserving  it  from  injury.     Abscesses,  however, 
in  this  region  are  best  opened  in  the  way  introduced  by  the  late 
Mr  Hilton— an  incision  is  made  through  the  skin  and  deep  fascia 
only,  near  the  angle  of  the  jaw,  and  then  a  director  is  pushed  on 
into  the  cavity  of  the  abscess ;  that'  the  director  has  reached  the 
abscess  is  indicated  by  the  fact  that  the  point  is  free,  or  else  by  the 
escape  of  pus  along  the  groove.   Then  a  pair  of  dressing  forceps  are 
passed  along  the  director,  closed,  and  when  they  have  entered  the 
cavity  the  director  is  taken  out  and  the  blades  of  the  forceps  are 
tlien  opened,  and  the  instrument  withdrawn.    As  elsewhere,  the 
opening  must  be  dependent  for  the  purposes  of  drainage.  In 
connection  with  abscesses  in  this  region,  it  should  be  noted  that 
there  are  a  few  lymphatic  glands  deeply  i)laced  in  the  substance 
of  the  parotid,  and  which  receive  lymphatics  from  the  nasal, 
temporal,  and  orbital  fossaj,  and  from  the  mucous  membrane  of 
the  pharynx  and  moutlr.    Irritation  in  these  parts,  therefore,  may 
readily  be  tlie  starting  point  of  a  parotid  abscess. 
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DERMOID  GROWTHS. 

Definition. — Dermoids*  are  cysts  or  tumours,  furnished  with 
skin  or  mucous  membrane  (which  may  or  may  not  be  accompanied 
with  the  appendages  peculiar  to  these  structures),  occurring  in 
situations  where  skin  and  mucous  membrane  are  not  normally 
found  (J.  Bland  Sutton).  The  simple  cystic  forms  contain  a 
porridge-like  material  composed  of  sebum,  cholesterine,  and  shed 
hairs,  and  are  lined  with  skin,  e.g.,  at  the  outer  angle  of  the 
eyebrow.  Complex  forms  may  contain,  in  addition  to  hair  and" 
skin,  muscular  fibres,  teeth,  nails,  and  masses  resembling  mammss. 
Dermoids  are  apt  to  arise  in  situations  where,  during  embryonic 
life,  coalescence  takes  place  between  two  surfaces  covered  by 
epiblast — as  in  the  middle  line,  Avhere  the  two  halves  of  the  body 
join.  Such  a  line  may  be  indicated  by  starting  at  the  root  of  the 
nose  and  drawing  a  line  to  the  external  occipital  protuberance, 
then  along  the  mid  line  of  the  back  to  the  coccyx,  then  through 
the  perineum,  scrotum,  and  penis,  upwards  through  the  umbilicus, 
thorax,  and  neck  to  the  symphysis  menti;  also  along  the  median 
raphe  of  the  palate.  They  also  occur  in  the  lines  of  the  various 
secondary  fissures  of  the  face  and  neck  (see  vol.  ii.,  page  44) ;  in 
such  cases  the  dermoids  will  not  be  situated  in  the  middle  line. 
They  may  also  be  produced  on  any  other  part  of  the  body  by 
implantation  of  epithelium  under  the  skin,  as  in  punctured  wounds 
— e.cj.,  on  the  limbs,  fingers,  iris,  etc. — "  implantation  dermoids." 

Another  group  of  dermoids  has  its  origin  in  connection  with 
obliterated  embryonic  canals  and  ducts— usually  in,  or  in  con- 
nection with,  some  part  of  the  primitive  alimentary  canal,  and  are 
most  commonly  found  near  the  coccyx,  the  tongue,  and  the  neck. 
They  may  be  found  in  the  pharynx,  hanging  from  the  soft  palate 
or  roof  of  pharynx,  and  also  in  the  rectum.  Of  such  a  nature, 
in  aU  probability,  are  the  congenital  sacro- coccygeal  tumours. 
"It  is  an  interesting  fact  that  the  six  obsolete  canals  existing  in 
the  embryo  of  a  mammal — viz.,  the  iufundibulum  (of  the  brain), 
the  neuro-enteric  passage;  the  post-anal  gut,  the  crauio-pharyngeal 
canal,  the  thyreo-lingual  duct  (duct  of  the  thyroid  body),  and  the 

•  For  a  full  account  of  Dcrinoid.s,  sec  an  exceedingly  able  and  interesting 
scries  of  lectures  by  J.  Bland  Sutton,  r.u.c.s. 
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duct  of  the  yolk  sac,  should  all  have  direct  relation  with  the 
alimentary  canal,  and  each  be  directly  associated  with  dermoids 
often  of  considerable  complexity,  and  with  a  peculiar  form  of 
tumour  identical  in  structure  with  the  thyroid  body  "  (Sutton). 
For  this  reason  such  tumours  are  sometimes  known  as  "  congenital 
adenomata,"  or  "thyroid  dermoids" — e.g.,  congenital  sacro-coccygeal 
tumours. 

EXCISION  OF  THE  TONOUE. 

This-  operation  may  be  performed  in  several  ways — 

(1)  Erom  the  inside  of  the  mouth,  without  any  external 
incisions.  (2)  By  incisions  below  the  jaw  (submental, 
or  Eegnoli's  method).  (3)  By  section  of  the  lower  lip 
and  jaw  (S^idillot's  method). 
Instruments  required. — Scalpel,  a  broad-pointed  pair  of  dis- 
secting forceps,  an  extensive  stock  of  Wells's  or  P^ian's  forceps, 
a  gag,  a  bone  drill,  copper  retractors,  blunt  hooks  for  ligature  of 
the  lingual;  tooth  forceps  for  incisor  teeth,  in  cases  where  the 
jaw  is  to  be  divided;  a  narrow-bladed,  movable-backed  saw;  stout 
silk  thread  to  pass  through  tip  of  tongue;  copper  or  silver  wire  to 
suture  the  jaw,  "key"  to  tighten  the  same;  wire-cutting  pliers, 
scissors  of  various  kinds  (one  pair  curved  and  blunt-pointed); 
ligatures  of  catgut  and  silk;  solution  of  chloride  of  zinc,  collodion 
to  close  incision  after  ligature  of  lingual;  small  sponges  on  sticks, 
special  sponge  holders,  or  on  Plan's  forceps ;  Trendelenburg's 
trachea  "  tampoon,"  or  some  other  means  to  prevent  blood  passing 
down  to  the  lungs;  instruments  for  tracheotomy;  Higginson's 
syringe,  lint,  bandages,  needles,  chloroform ;  two  strips  of  bandage 
to  fasten  round  and  separate  the  divided  jaw.  Hahn's  trachea 
tube  may  be  used  instead  of  Trendelenburg's.  It  resembles  an 
ordinary  tracheotomy  tube,  but  round  the  outer  tube  is  a  sheath 
of  compressed  sponge.  When  it  is  introduced  the  natural  moisture 
in  the  trachea  causes  the  sponge  to  swell,  which  thus  completely 
blocks  up  that  tube.  The  sponge  requires  ten  or  fifteen  minutes 
to  swell  sufficiently.  It  is  better,  at  the  same  time,  to  plug  the 
pharynx  with  a  sponge,  lest  blood  should  soak  past  the  tube.  The 
inner  part  of  Hahn's  tube  is  prolonged  and  bent  downwards,  in 
order  that  the  chloroformist  may  bo  out  of  the  operator's  way. 
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1.  From  the  inside  of  tlie  Mouth —The  patient  is  gagged  and 
the  tongue  is  secured  with  a  piece  of  whip  cord,  and  drawn  well 
forwards  and  upwards.  Then,  by  means  of  a  strong  curved  pair 
of  scissors,  cut  through — (a)  the  frsenum  linguae;  {h)  insertions 
of  genio-hyoids;  (c)  insertions  of  genio-hyoglossi  muscles,  and  cut 
well  back  so  as  to  set  free  the  base  of  the  tongue,  dividing  (il)  the 
palato-glossus;  then  cut  (e)  the  reflexion  of  the  mucous  membrane 
on  the  floor  of  the  mouth  from  the  lower  jaw.  Free  the  base  of 
the  tongue  with  the  fingers  and  draw  it  well  forwards,  and  apply 
the  wire  ucraseur  and  gradually  remove  the  organ.  If  the  anterior 
pillar  of  the  fauces  be  in  the  way  it  may  be  cut  across.  If  one 
half  of  the  tongue  is  to  be  removed  then  two  ^craseurs  must 
be  used;  or,  better,  after  the  base  of  the  tongue  is  freed,  then 
by  means  of  a  sharp-pointed  bistoury  transfix  the  tongue  at  the 
posterior  part,  from  below  upwards;  and  then  cut  accurately  along 
the  middle  hue  to  the  tip,  and  ajjply  the  ccraseur  at  the  base  of 
the  half  to  be  removed. 

Whitehead,  of  Alanchester,  removes  tlie  tongue  through  the 
mouth  with  the  scissors  alone.  The  patient  is  gagged  as  before, 
and  the  gag  committed  to  the  care  of  an  assistant.  Then  a  double 
ligature  is  passed  through  the  tongue  one  inch  from  its  tip,  and 
given  in  charge  to  a  second  assistant  who  has  to  make  steady 
traction  upwards  and  outwards  during  the  whole  of  the  operation. 
Another  assistant  must  be  prepared  to  keep  the  mouth  and  throat 
free  from  blood  by  means  of  sponges. 

Instruments  required. — Sponges  and  holders,  scissors,  Wells's 
forceps,  a  handled  needle  threaded  with  stout  siUc,  and  carbolised 
silk  ligatures.  The  operator  then  divides  all  the  attachments  of  the 
tongue  to  the  jaw  and  pillars  of  the  fauces  with  a  pair  of  ordinary 
straight  scissors.  The  muscles  forming  the  base  of  the  tongue  are 
next  to  be  cut  across  by  a  series  of  short  snips,  Avith  blunt-pointed 
scissors,  as  far  back  as  the  safety  of  the  epiglottis  will  permit. 
Eleeding  vessels  are  seized  and  twisted  or  tied  as  soon  as  exposed, 
and  lastly,  a  loop  of  sillc  is  passed  through  the  glosso-epiglottidean 
folds  of  mucous  membrane  as  a  means  of  drawing  forward  the  floor 
of  the  mouth  in  the  event  of  secondary  haemorrhage :  this  ligature- 
may  be  removed  on  tlie  second  day.  By  the  combination  of  short 
snips  with  the  scissors,  the  tongue  being  pulled  forward  all  the 
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time,  the  small  vessels  can  be  seen  and  secured  at  once,  and  the 
large  ranine  exposed  and  secured  before  it  is  divided ;  further,  by 
this  method  the  ranine  artery  is  only  divided  at  the  end  of  the 
operation.  Where  the  whole  tongue  is  to  be  removed,  it  is  better 
to  split  it,  pass  two  ligatures  through  the  tip,  and  pull  forward  and 
excise  one  half  at  a  time. 

The  Structures  divided  are  — (1)  The  mucous  membrane; 
(2)  genio-hyoids ;  (3)  genio-hyoglossi  muscles;  (4)  part  of  the 
submaxillary  gland  Avith  vessels  and  duct,  though  the  gland  may 
be  pushed  aside;  (5)  the  palato-giossus  muscle;  (6)  hyoglossus; 
(7)  styloglossus;  (8)  intrinsic  muscles  of  the  tongue;  (9)  gldsso- 
epiglottidean. folds  of  mucous  membrane;  (10)  lingual  vessels; 
(11)  lingual  and  chorda  tympani  nerves;  (12)  hypoglossal  nerve, 
and,  perhaps,  part  of  the  glosso-pharyngeal.  One-half  of  the  tongue 
may  be  removed  in  the  same  way,  after  having  first  split  it  in  the 
middle  line  Avith  a  bistoury.  Mr  Whitehead,  however,  does  not 
split  the  tongue  nor  does  he  perform  a  preliminary  laryngotomy. 
The  advantages  of  a  preliminary  laryngotomy  are  two-fold — (1)  It 
effectually  prevents  blood  entering  the  trachea,  and  (2)  the  patient 
may  be  allowed  to  breath  through  the  opening  for  some  days  till 
the  wound  has  begun  to  granulate  or  is  Avell  on  the  way  toAvards 
healing.  In  this  way  the  usual  cause  of  death — septic  pneumonia 
— is  to  a  great  extent  prevented.  The  causes  of  septic  pneumoiiia 
are  tAvo-fold — blood  entering  the  air  vesicles,  and  the  inhalation  of 
septic  organisms  from  the  floor  of  the  mouth ;  but  Avith  a  preliminary 
laryngotomy  both  these  may  to  a  great  extent  be  prevented. 

The  patient  must  be  fed  for  a  time  by  nutrient  enemata,  and 
the  mouth  washed  out  very  frequently  by  a  Avarm  solution  of 
boro-glyceride  or  boracic  acid,  and  the  floor  of  the  mouth  covered 
with  a  layer  of  impalpable  boracic  poAvder — a  method  introduced 
by  Mr  Duncan, — the  patient  in  the  meantime  breathing  through 
the  tracheotomy  tube.  ISy  this  means  the  wound  is  kept  aseptic, 
and  the  risk  of  inhaling  septic  organisms  is  lessened,  and  the  great 
cause  of  death  avoided — septic  pneumonia.  Later,  he  may  be  fed 
through  a  tube.  In  opcjrations  on  the  tongue  the  only  serious 
immediate  danger  is  lueraorrhage  from  the  divided  Unguals.  The 
vessel  may  be  compressed  from  the  mouth  by  passing  the  forefinger 
over  the  dorsum  of  the  tongue  till  it  touches  tlic  epiglottis;  it  is 
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then  turned  towards  the  side  on  which  the  artery  is  to  be  com- 
pressed and  hooked  forcibly  up  against  the  jaw.  The  lingual 
artery  may  also  be  ligatured  at  the  beginning  of  the  operation. 
The  incision  thus  made  may  be  utilised  to  remove  suspicious  sub- 
maxillary glands. 

RESUME  of  Whitehead's  operation  (shghtly  modified) : — 

1.  Perform  a  preliminary  laryngotomy  if  thought  necessaiy. 

2.  Introduce  the  gag  at  side  of  mouth  opposite  disease. 

3.  Transfix  the  diseased  half  with  the  stout  sillc  ligature; 

loop  and  knot  the  ligature,  and  pull  the  tongue  well 
forwards.  It  is  probably  better  also  to  pass-*  ligature 
through  the  other  half  of  the  tongue  as  weU. 

4.  Split  the  tongue  with  a  sharp-pointed  bistoury  along  the 

raphe  to  a  point  well  behind  the  disease. 

5.  Pull  the  diseased  half  well  forwards  and  divide  the 

mucous  membrane  close  to  the  jaw,  to  be  well  away 
from  the  disease. 

6.  Next  divide  the  anterior  pillar  of  the  fauces,  and  free 

the  half  of  the  tongue  all  round. 

7.  Divide  the  muscles  fixing  the  tongue  to  the  floor  of  the 

mouth. 

8.  Divide  it  transversely  behind  the  disease  with  short 

snips,  or  by  combined  snipping  and  tearing,  till  tlie 
lingual  artery  is  exposed. 
9  Secure  the  artery  with  a  pair,  of  Wells's  forceps,  remove 
the  tongue,  and  then  tie  the  artery;  or  the  artery  may 
be  tied  before  the  tongue  is  removed. 

2.  By  incisions  below  the  Jaw. — Eegnoli's  incisions  were  the 
following : — An  incision  of  semi-lunar  shape  made  along  the  line 
of  the  lower  jaw,  if  possible  confined  within  the  space  between 
the  two  facial  arteries;  another,  a  perpendicular  incision,  carried 
from  the  centre  of  the  semi-lunar  one,  under  the  chin  down  as  far 
as  the  hyoid  bone,  and  then  the  flaps  dissected  back.  Care  must  be 
taken  not  to  injure  the  facial  arteries.  Then  (a)  the  integuments 
are  cut  through,  and  after  this  the  structures  forming  tbe  floor  of 
the  mouth  — viz.,  (&)  tbe  anterior  bellies  of  the  digastric  muscles; 
(c)  the  mylo-hyoids,  transversely  at  their  anterior  part;  (d)  the 
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insertions  of  genio-hyoids  and  o£  the  genio-hyoglossi;  and  (e)  tlie 
mucous  membrane  of  the  floor  of  the  mouth.    A  piece  of  strong 
whip  cord  is  then  passed  through  the  tip  of  the  tongue,  or  it  is 
seized  with  a  strong  hook-forceps,  and  drawn  through  the  opening 
between  the  lower  jaw  and  the  hyoid  bone,  and  removed  by  the 
knife,  or  ecraseur,  by  dividing  its  attachments— (1)  to  the  epiglottis, 
viz.,  the  three  epiglottidean  folds  of  mucous  membrane  (a  central 
and  i^vo  lateral);  and  (2)  to  the  hyoid  bone,  viz.,  the  hyoglossus 
and  genio-hyoglossus  muscles,  and  the  hyoglossal  membrane.  The 
lingual  ends  of  the  palato-glossus  and  stylo-glossus  will  also  be 
divided.    The  lingual  arteries  may  noAV  be  secured,  or  they  may 
be  exposed  and  tied  before  removing  the  tongue;  they  will  be 
found  to  pass  forwards  on  the  outer  side  of  the  genio-hyoglossi 
muscles  between  them  and  the  hyoglossi.     The  wound  is  then 
stitched  up  and  drained  from  the  lower  end  of  the  vertical  cut. 
The  great  objection  to  this  operation  is,  that  all  the  muscles  that 
elevate  the  hyoid  bone  and  larynx  are  divided,  and  it  consequently 
interferes  with  the  movements  of  deglutition  and  respiration  to  a 
certain  extent. 

Kocher's  Method  (Fig.  150).— By  this  method  not  only  the 
tongue,  but  the  infra-maxillary  glands  are  also  removed.  He 
performs  a  prehminary  tracheotomy,  and  introduces  a  Trendelen- 
bubg's  canula,  or  a  Hahn's  tube,  and  the  facial  and  lingual  arteries 
are  ligatured  at  an  early  stage  of  the  operation.    The  incision  he 
uses  is  the  following : — It  begins  a  little  below  the  lobule  of  tho 
ear,  and  is  carried  down  along  the  anterior  edge  of  the  sterno- 
mastoid  to  the  level  of  the  great  cornu  of  the  hyoid  bone.  From 
this  point  the  incision  is  carried  forwards  nearly  to  the  body  of 
the  hyoid  bone,  and  then  upwards  along  the  line  of  the  anterior 
belly  of  the  digastric  to  the  jaw.     The  Ungual  artery  and  the 
facial  vessels  are  secured  and  divided,  and  the  flap  is  then  turned 
up  over  the  face,  and  by  a  careful  dissection  the  submaxillary 
lymphatic  glands  and  tongue  are  removed.    Not  only  may  the  sub- 
maxillary glands  be  removed,  but  the  glands  near  the  angle  of  the 
jaw  and  those  about  the  bifurcation  of  the  common  carotid,  as  well 
as  those  on  the  hyoglossus,  may  also  be  taken  away  by  this  incision. 
The  advantages  claimed  for  this  method  are  that  the  dangers  from 
haimorrhagc,  septic  absorption,  and  pneumonia  are  done  away  with. 
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The  pafa  nt  should  be  fed  by  a  stomach  tube,  or  per  rectum,  for 
the  first  few  days,  otherwise  particles  of  food  lie  about  the  wound 
and  decompose.  The  stomach  tube  should  be  passed  durin^.  the 
operation,  and  left  in  sitv,  the  end  being  brought  out  under  the 
jaw,  through  the  wound  at  the  side  of  the  neck. 

Fig.  150. 
KocHER's  Excision  of  the  Tongue. 


^  3.  By  Section  of  the  Lower  Lip  and  Jaw.— This  operation  was 
irst  performed  in  this  country  by  Syme.  By  it  the  disadvantages 
)f  Eengoli's  method  are  done  away  with,  "but  there  is  an  additional 
isk  incurred  from  the  section  of  the  lower  jaw,  and  that  is  the 
;reat  disadvantage  of  this  operation,  as  its  severity,  it  is  said,  is 
materially  increased  by  division  of  that  bone;  and,  further,  it  is 
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impossible  to  keep  the  floor  of  the  mouth  aseptic.  It  is  tlic  method 
to  be  adopted  when  very  free  access  is  required — e.g.,  when  the 
disease  has  extended  back  to  the  tonsils.    A  piece  of  strong  whip- 
cord is  passed  through  the  tip  of  the  tongue,  so  as  to  enable  it  to  be 
drawn  forwards  when  necessary,  and  the  two  central  incisor  teeth 
are  exti-acted.   Then  an  incision  is  made  through  the  central  line  of 
the  lower  lip,  across  the  chin,  and  down  as  far  as  the  hyoid  bone  ; 
the  operator  next  divides  the  soft  parts  in  the  middle  line,  detaches 
the  genio-hyoglossi  muscles,  and  saws  the  lower  jaw  through  at  the 
symphysis.    It  is  recommended  to  make  the  section  of  the  bone 
>  -shaped,  so  that  the  two  halves  may  lock  after  the  operation; 
or  two  holes  may  be  drilled  in  the  bone  before  the  section  is  made, 
by  which  the  two  parts  may  be  sutured  afterwards.    The  sawn 
ends  of  the  jaw  are  next  firmly  tied  with  a  piece  of  narrow  cotton 
bandage,  and  the  two  halves  of  the  bone  forcibly  separated  by 
assistants,  and  the  mucous  membrane  and  hyoglossi  muscles  cut 
through,  first  on  the  one  side  and  then  on  the  other.    The  tongue 
is  next  drawn  forwards,  and  the  lingual  arteries  divided  and 
secured  on  both  sides,  and  it  is  then  removed  from  the  hyoid 
bone  by  a  stroke  of  the  knife,  or  gradually  removed  by  the  wire 
ccraseur;  all  bleeding  vessels  are  now  to  be  tied,  as  twigs  from  the 
ascending  pharyngeal,  and  tonsillar  branch  of  the  facial.    In  this, 
as  in  other  methods,  either  or  both  lingual  arteries  may  be  tic.d 
before  beginning  the  operation,  or  else  a  preliminary  laryugotomy 
may  be '  performed.    IS^ot  only  does  this  latter  plan  obviate  the 
dangers  arising  from  the  passage  of  blood  down  the  respiratory 
passages,  but  is  believed  also  to  be  a  safeguard  against  septic 
pneumonia,  as  the  patient  breathes  through  the  tube,  and  does  not, 
therefore,  inhale  septic  organisms  from  the  wound  in  the  mouth  or 
jaAv,  or  from  tlie  stump  of  the  tongue ;  the  method  of  continuous 
irrigation  with  some  warm  antiseptic  solution,  however,  should 
greatly  lessen  the  risk  of  inhaling  septic  organisms. 

'  r 

RESUME  of  the  operations  for  excision : — 

1.  As  a  rule,  use  WHiTEnEAD's  method. 

2.  In  some  cases,  where  the  glands  below  the  jaw  are  nnicli 

enlarged,  and  if  the  patient  presses  the  operation,  use 
IfEGNOLi's  method,  or  the  plan  adopted  by  KouiiEJt ; 
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in  many  cases  neither  of  these  will  give  free  enough 
access,  though  the  wound  can  more  easily  be  kept 
aseptic,  and  the  jaw  is  not  divided. 
3.  In  cases  where  very  free  access  is  required,  as  when  the 
the  disease  has  spread  hack  to  the  tonsil,  use  Symb's 
method;  though  perhaps  the  least  safe,  it  gives  the 
freest  possible  access.    It  is  also  to  be  used  in  cases 
where  both  sides  of  the  anterior  part  of  the  floor  of 
the  mouth  are  involved,  with  enlarged  glands  under 
the  jaw.    This  method  will  probably  always  require  a 
preliminary  laryngotomy. 
Lymphatics  of  the  Tongue.  —  The  lymphatics  of  the  tongue 
accompany  the  ranine  veins,  and  pass  through  some  small  glands 
lying  on  the  hyoglossus,  and  thereafter  follow  the  course  of  the 
lingual  vein,  and  enter  the  deep  cervical  glands  near  the  bifurcation 
of  the  common  carotid  and  the  great  cornu  of  the  hyoid  bone ;  it 
is  here,  therefore,  that  one  must  look  for  secondary  glandular 
enlargement  in  ej^ithelioma  of  that  organ.    The  anterior  part  of 
the  tongue  may  also  affect  the  submaxillary  glands,  while  the 
posterior  part  may  affect  the  glands  at  the  angle  of  the  jaAV  before 
entering  the  deep  cervical  set. 

In  Epithelioma  of  the  Tongue,  pain  in  the  ear  is  regarded  as  a 
specially  grave  symptom ;  it  may  indicate  either  that  the  disease 
has  passed  deeply  into  the  floor  of  the  mouth  and  involved  tlie 
trunk  of  the  lingual  nerve,  or  that  it  has  passed  so  far  back  as  to 
involve  the  tonsil.  In  the  former  case  the  pain  is  conducted  to 
the  ear  and  temporal  region  along  the  lingual  nerve,  and  from  it 
to  the  other  branches  of  the  third  division  of  the  fifth,  especially 
the  auriculo-temporal  nerve ;  in  the  latter  the  pain  passes  along  the 
branches  of  Meckel's  ganglion  to  the  second  division  of  the  fifth, 
and  from  that  to  the  temple,  along  the  temporal  branch  of  the 
orbital  nerve.  There  is,  however,  still  another  explanation — viz., 
that  the  disease  has  passed  so  far  back  as  to  involve  the  posterior 
third  of  the  tongue,  which  is  supplied  by  the  glosso-pharyngeal 
nerve.  This  nerve,  besides  supplying  the  tongue,  is  also  the  source 
of  the  chief  supply  to  the  tonsil.  It  is  probable,  therefore,  that 
the  tympanic  branch  of  this  nerve  (Jacobson's  nerve),  carries  tlio 
irritation  to  the  tympanic  plexus ;  hence  the  pain  in  the  ear,  and 
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hence  also  the  gravity  of  the  symptom  when  present.  Another 
symptom  present  is  profuse  salivation,  which  exhausts  the  patient; 
this  is  reflex,  the.  afferent  nerves  being  the  lingual  or  the  glosso- 
pharyngeal, and  the  efferent  the  chorda  tympani  and  Jacobson's 
nerve,  or  the  small  superficial  petrosal.  The  growth  of  the  cancer 
irritates  the  lingual  or  the  glosso-pharyngeal,  and  hence  the  profuse 
flow  of  saliva.  The  cancer  thus  kills — (1)  By  the  pain,  that 
wears  the  patient  out ;  and  further,  he  is  afraid  to  eat,  and  is 
thus  starved;  (2)  the  profuse  salivation  ;  and  (3)  htemorrhage. 

The  Arteries  of  the  Tongue  are  on  each  side  the  ranine  and 
the  dorsalis  lingute  from  the  lingual,  branches  from  the  ascending 
pharyngeal,  and  tonsillar  branch  of  the  facial,  towards  the  root  of 
the  organ. 

The  Nerves  consist  of  three  sets  in  each  half — (1)  Motor,  the 
Hypo-glossal ;  (2)  Common  Sensation,  the  Lingual  for  the  anterior 
two  thirds,  the  Glosso-pharyngeal  for  the  posterior  third,  and 
towards  the  root,  the  Ungual  filament  of  the  Sup)e,rior  Laryngeal  ; 
(3)  Special  Sense  of  Taste,  the  Chorda  Tympani,  for  the  anterior 
two  thirds;  and  the  Glosso-pharyngeal,  for  the  posterior  third. 

THE  NOSE. 

Boundaries  of  the  Fossae. — The  roof  is  formed  by  (o)  the  nasal 
bones,  (&)  the  nasal  spine  of  the  frontal,  (c)  the  cribriform  plate 
of  the  ethmoid,  and  {cl)  the  body  of  the  sphenoid.  The  floor  is 
formed  by  (a)  the  palate  process  of  the  superior  maxillary,  and 
{h)  the  palate  process  of  the  palate  bone.  It  is  concave  from  before 
backwards,  and  the  posterior  part  is  on  a  slightly  lower  level  than 
the  anterior.  The  outer  wall  is  formed  by  (a)  the  nasal  process 
of  the  superior  maxillary,  {h)  the  lachrymal  bone,  (c)  the  ethmoid, 
with  its  two  turbinate  bones,  (d)  the  vertical  plate  of  the  palate 
bone,  (e)  the  internal  pterygoid  plate  of  the  sphenoid,  and  (/)  the 
inferior  turbinate  bono.  This  wall  presents  three  passages  or 
meatuses  foi-med  between  the  turbinate  bones.  The  inner  wall 
or  septum  is  formed  by  {a)  the  rostrum  of  the  sphenoid,  (h)  the 
perpendicular  plate  of  the  ctlimoid,  {<•)  the  vomer,  {d)  the  crest 
formed  by  the  meeting  of  the  two  palate  bones,  (e)  the  crest  formed 
by  the  meeting  of  the  two  superior  maxilkx;,  (/)  the  nasal  spine  of 
the  frontal,  {g)  the  crest  of  the  nasal  bones,  and  {h)  the  triangular 
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cartilage.  The  septum  is  sometimes  perforated,  and  is  very  usually 
deflected  to  one  or  otlier  side.  The  nasal  fossaj  communicate— 
m  front,  with  the  face,  by  the  two  anterior  nares ;  and  behind, 
with  the  pharynx,  by  the  two  posterior  nares.  Each  fossa  com- 
municates with  four  cavities  — (1)  The  orbit,  by  the  lachrymal 
canal;  (2)  the  mouth,  by  the  anterior  palatine  canal;  (3)  the 
cranium,  by  the  olfactory  formina ;  and  (4)  tlie  spheno- maxillary 
fossa,  by  the  spheno-palatine  foramen.  Each  fossa  also  communi- 
cates with  four  sinuses— (1)  The  frontal  "above,  (2)  the  sphenoidal 
behind,  (3)  the  antrum  on  the  outer  side,  and  (4)  the  ethmoidal 
on  the  inner  side.  Along  these  various  paths  simple  inflammatory 
affections,  or  specific  septic  inflammations  —  e.g.,  erysipelas  or 
diphtheria— of  the  nose  readily  spread,  as  their  mucous  lining  is 
continuous  with  that  of  the  nasal  cavities. 

Openings.  — (1)  Into  the  superior  meatus— (a)  The  spheno- 
palatine, and  (ft)  the  posterior  ethmoidal  cells.  The  opening  of  tlie 
sphenoidal  sinuses  is  usually  behind  the  superior  turbinate  bone. 
(2)  Into  the  middle  meatus  —  («)  The  infundibulum,  by  which 
the  anterior  ethmoidal  cells,  and  through  these  the  frontal  sinuses, 
communicate  Avith  this  meatus ;  and  {h)  the  antrum — the  opening 
of  the  antrum  is  close  to  that  of  the  frontal  sinus.  (3)  Into  tbe 
inferior  meatus — the  nasal  duct. 

Regions  of  tlie  Nose  (Fig.  151).— (l)  Region  of  the  External 
Nostrils,  the  part  that  appears  on  the  face.  It  is  roughly  triangular 
in  shape,  and  is  lined  by  squamous,  stratified  epithelium.  (2)  The 
Olfactory  Region,  which  includes  the  roof  of  the  nose,  the  upper 
and  middle  turbinate  bones,  and  the  superior  and  middle  meatus, 
and  the  upper  two  thirds  of  the  septum.  In  this  region  the 
olfactory  nerve  is  -  distributed,  terminating  in  tlie  olfactory  cells  of 
Max  Schultzb,  which  are  situated  between  tlie  columnar  cells 
covering  the  mucous  membrane  of  tliis  part.  (3)  The  Respiratory 
Region — which  includes  all  below  the  inferior  turbinate  bone — 
the  inferior  meatus,  the  floor  of  the  nose,  and  the  lower  third 
of  the  septum.  In  this  region  tlie  epithelium  is  columnar  and 
ciliated.  In  all  parts  of  the  Schneiderian  membrane  there  arc 
numerous  glands  which  secrete  partly  a  mucous  and  partly  a 
watery  secretion ;  and  in  many  parts  it  is  also  extremely  A'ascular, 
almost  foiiuing  an  erectile  tissue,  especially  over  the  inferior  turbinate 
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bones.  This  free  vascular  snj)ply  is  very  important,  as  it  enables 
the  mucous  membrane  to  play  the  part  of  a  system  of  hot-water 
pipes,  and  warm  •  the  air  before  it  reaches  the  lungs  j  hence  the 
Creator  intended  man  to  breathe  through  his  nose,  not  his  mouth, 
as  most  people  seem  to  think. 

The  chief  Blood  -  vessels  are  the  spheno  -  palatine  and  the 
descending  branches  of  the  internal  maxillary  artery,  the  anterior 
and  posterior  ethmoidal  from  the  ophthalmic,  and  the  artery  to  the 
septum  from  the  superior  coronary  of  the  facial.  Some  of  the  Veins 
enter  the  superior  longitudinal  sinus  through  the  foramen  csecum. 


Fig.  151. 
Regions  of  the  Nose. 


In  this  way  spreading  septic  inflammation  and  septic  venous 
t]irombo.sis  may  readily  extend  to  the  cerebral  sinuses. 

Tlie  Nerves  are  the  Olfactory,  or  nerve  of  the  sense  of  smell ; 
the  nerves  of  Common  Sensation  are  the  nasal  branch  of  the 
ophthalmic,  twigs  from  the  superior  maxillary,  the  Vidian,  naso- 
palatine, and  the  anterior  palatine. 

The  Lymphatics  of  the  Nose  pass— (1)  To  the  deep  parotid 
glands;  (2)  to  tlie  deep  cervical  glands,  in  front  of  and  beneath 
the  sterno-raastoid,  and  possibly  to  the  submaxillary  group;  and 
(3)  to  a  gland  lying  in  front  of  the  rectus  capitis  anticus  major. 
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and  axis,  behind  the  pharnyx ;  hence,  it  is  possible  to  have  a  retro- 
pharyngeal abscess  from  disease  of  the  nose  (Frankel).  This,  of 
course,  would  not  communicate  with  the  vertebrae,  and  the  patient 
would  therefore  be  able  to  move  his  head  freely  in  all  directions. 

The  Nasal  Bones  are  frequently  broken  by  direct  violence,  and 
the  "  bridge"  of  the  nose  driven  in;  if  the  mucous  membrane  be 
torn,  there  will  probably  be  subcutaneous  emphysema.  The  bones 
must  be  moulded  into  position  by  a  pair  of  forceps  pushed  up  the 
nostrils  and  the  lingers  without;  when  once  in  a  position  there 
is  no  tendency  to  a  redisplacement,  as  no  muscles  act  upon  them. 
The  fracture  unites  with  great  rapidity,  being  usually  quite  solid  in 
two  weeks.  A  blow  at  the  root  of  the  nose,  however,  is  less  likely 
to  produce  a  fracture  of  the  nasal  bones,  as  at  that  point  they  are 
thick  and  strong;  a  fracture  of  the  cribriform  plate  of  the  ethmoid, 
or  the  orbital  plate  of  the  frontal,  is  far  more  likely  to  occur,  with 
or  without  injury  to  the  first  and  second  pairs  of  cranial  nerves 
( olfactory  and  optic ).  It  may  also  produce  a  depressed  fracture 
into  the  frontal  sinus,  but  without  injuring  the  inner  table,  or  the 
contents  of  the  cranial  cavity.  It  should  be  remembered  that  a 
crack  into  the  frontal  sinus,  or  the  nose,  or  the  antrum,  will  produce 
subcutaneous  emphysema. 

Epistaxis,  or  bleeding  from  the  nose,  may  either  be  traumatic  or 
idiopathic.  Traumatic,  usually  from  a  direct  blow,  or  from  fracture 
of  the  base  of  the  skull.  Idiopathic,  as  from  local  congestions  of 
the  mucous  membrane,  disease  of  the  blood-vessels,  altered  blood 
states,  as  purpura  htemorrhagica,  htemophilia,  and  scurvy;  from 
a'n  impoverished  state  of  the  blood  in  the  cachetic  and  ansemic, 
also  associated  with  kidney,  liver,  and  heart  diseases;  and,  lastly, 
from  vascular  malignant  growths.  It  might  also  be  classified 
according  to  the  age  of  the  patient.  (1)  In  the  young — From 
local  congestion,  as  frequently  seen  in  children,  and  in  young 
persons  about  puberty,  especially  in  girls ;  in  the  young,  also, 
epistaxis  from  fells  and  blows  is  common.  (2)  In  middle  life — 
As  an  accompaniment  of  kidney,  liver,  and  heart  disease,  especially 
the  granular  contracted  kidney  and  cirrhosis  of  the  liver;  in  some 
of  these  cases,  especially  in  general  plethora,  the  bleeding  instead 
of  doing  harm  may  do  good,  as  it  may  be  the  means  of  preventing 
a  cerebral  haimorrhage.    In  the  anremic  and  cachectic,  however,  it 
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is  a  very  serious  matter.  The  state  of  the  pulse  will  be  some  gaiide 
as  to  what  to  do ;  if  the  pulse  be  hard  and  incompressible  do  not 
be  in  too  great  a  hurry  to  stop  it.  (3)  In  the  old— It  may  arise 
from  disease  of  the  vessels,  or  from  weak  and  anaemic  states  of 
the  system,  and  also  from  the  various  conditions  causing  epistaxis 
in  middle  life  as  well.  In  the  old  and  weak  it  is  a  very  serious 
matter  if  profuse,  but  in  the  young  and  plethoric  it  rarely  does 
much  harm. 

Treatment. — (1)  Inject  ergot  hypodermically,  as  it  acts  much 
more  quickly  this  way.  (2)  In  the  interval  between  its  injection 
and  the  time  it  takes  effect,  use  general  means,  as  mental  and 
bodily  rest  with  the  head  elevated ;  the  head  must  not  be  held 
down  over  a  basin.  That  in  itself  is  quite  sufficient  in  many  cases 
to  cause  epistaxis,  and  is  a  very  important  agent  in  keeping  up  an 
attack.  Cold  to  the  back  of  the  head  and  neck  to  stimulate  the 
vaso-motor  centre- — hence  the  popular,  old-fashioned,  cold  door  key ; 
the  modern  "  Chubb  "  is  of  little  use.  A  very  important  point,  I 
believe,  is  to  keep  the  mouth  open  and  breathe  freely  and  deeply 
for  a  short  time,  as  this  in  a  very  marked  manner  lessens  the 
congestion  of  the  vessels  of  the  head  and  neck  by  the  aspiration  of 
the  thorax,  and  if  persisted  in  will  even  cause  fainting  from  anaemia 
of  the  brain;  this  is  the  only  method  I  adopt  in  my  own  case, 
and  I  have  always  found  it  speedily  effectual.  It  may  also  be 
supplemented  by  elevation  of  the  arms,  as  this  expands  the  thorax. 
(3)  By  means  of  a  soft  camel's  hair  brush  swab  out  the  interior  of 
the  nose  freely  with  a  mixture  of  equal  parts  of  perchloride  of  iron 
and  glycerine,  especially  in  the  region  of  the  anterior  nares  and  the 
inferior  turbinated  bone — parts,  on  account  of  their  great  natural 
vascularity,  from  which  the  bleeding  is  most  likely  to  come.  In 
most  cases,  I  believe,  this  will  be  quite  sufficient  without  plugging 
of  any  kind.  (4)  Plug  the  anterior  nares;  for  this  purpose  use 
a  long,  narrow  strip  of  lint,  and  a  narrow-bladed  dressing  forceps, 
and  pack  the  lint  firmly  into  the  anterior  nares  in  all  directions, 
leaving  one  end  of  the  strip  projecting  a  little  way  from  the  nostril. 
(5)  As  a  last  resort  plug  the  posterior  nares  as  well.  For  this 
purpose  we  require  a  plug  of  folded  lint  one  inch  long  by  half- 
an-inch  wide,  or  the  size  of  the  last  phalanx  of  the  thumb,  fixed 
by  its  centre  to  the  middle  of  a  long  piece  of  strong  cord,  and  a 
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Bellocq's  sound  or  an  ordinary  gum  elastic  catheter.  Withdraw 
the  stilette  of  the  catheter,  and  then  pass  the  catheter  along  the 
floor  of  the  nose  and  hook  it  out  through  the  mouth;  tie  the  string 
firmly  to  the  end  of  the  catheter  and  then  Avithdraw  it,  when  the 
string  wiU  be  brought  out  at  the  anterior  nares.  The  catheter  is 
then  cut  free  and  the  plug  draM'n  into  and  firmly  impacted  in 
the  posterior  nares ;  both  ends  of  the  cord  are  then  tied  together 
loosely  at  the  angle  of  the  mouth.  If  both  nares  require  to  be 
plugged,  of  course  we  will  require  two  plugs.  The  plug  is  left  in 
for  forty-eight  hours  or  so,  and  when  it  is  to  be  removed  it  must 
be  pulled  back  through  the  mouth;  the  string,  however,  should 
not  be  taken  away  till  all  the  risk  of  recurrence  seems  past. 

Rhinoplasty. — Plastic  operations  for  the  complete  restoration  of 
lost  or  for  the  repair  of  mutilated  noses.  The  flaps  may  be  taken 
from — (a)  The  cheeks,  (i)  the  forehead,  or  (c)  from  a  distant  part, 
as  the  inside  of  the  arm. 

(1)  From  the  Cheeks  (Syme) — Either  by  gliding,  or  partial 
rotation  leaving  the  flaps  attached  above.  (2)  From  the  Forehead 
(the  Indian  operation)  —  Here  a  properly -shaped  flap  is  twisted 
down  from  the  forehead,  being  left  attached  by  a  narrow  pedicle ; 
the  incision  on  the  right  side  is  made  lower  than  on  the  left  to  give 
it  an  easy  t\vist,  the  flap  being  then  turned  to  this  side.  The  flap  is 
supplied  by  the  frontal  artery  and  the  supra -trochlear  nerve,  and 
it  is  important  to  make  the  pedicle  of  sufiicient  length  to  allow  of 
its  being  twisted  round  without  afi^ecting  the  circulation  through  it. 
(3)  From  a  distant  part  (the  Italian  or  the  Tagliacotian  operation) 
— The  flap  is  taken  usually  from  the  left  upper  arm  over  the  biceps 
muscle;  the  arm  is  bandaged  ujj  over  the  forehead,  and  the  flap 
left  attached  hj  its  base  to  the  arm  for  a  few  days  till  it  has  become 
organically  connected  with  the  nose. 

Other  methods  might  be  used  as — (a)  Superimposed,  or  double 
flaps,  one  flap  being  turned  doivn  from  the  forehead  with  its 
epithelial  surface  next  the  nasal  fossae,  and  then  two  quadrilateral 
door-like  flaps  slid  over  it  from  the  cheeks,  {h)  Transplantation 
of  a  piece  of  skin  from  one  part  of  the  body  to  the  other,  tlie 
transplanted  part  being  completely  separated  at  the  time  of  the 
operation;  in  this  case,  however,  the  flap  runs  a  great  risk  of  dying 
before  it  becomes  adherent  to  the  nose. 
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liiflaiumation  or  abscess  in  the  Frontal  Sinuses  causes  much 
suffering,  from  the  unyielding  walls  of  this  cavity;  it  forms  one 
variety  of  "headache,"  as  seen  in  an  ordinary  cold.  Discharges, 
as  pus  or  fluid,  from  the  frontal  sinuses  are  not  influenced  by 
position  as  are  the  discharges  from  the  antrum.  Occasionally  the 
frontal  sinuses  are  the  seat  of  large  mucous  polypi— nzMcoceZe  of 
the  frontal  sinus.  The  polypi  may  give  rise  to  considerable  pro- 
mmence  of  the  bone  in  this  situation,  and  may  also  bulge  into 
the  orbits,  cHsplacing  the  eyeballs,  and  causing  double  vision.'  In 
such  a  case,  the  sinus  should  be  trephined,  and  the  polypi  removed. 
Mucous  polypi  from  the  nose  may  also  make  their  way  into  the 
frontal  sinuses. 

In  examining  the  nose,  for  growths  or  obstructions  of  any  kind, 
always  pass  a  probe  to  see  whether  the  growth  is  movable  ;  by  this 
means  one  may  distinguish  hypertrophy  of  the  mucous  membrane 
of  the  inferior  turbinate  bone  from  polypi— the  hypertrophy  is  not 
movable,  while  polypi  are.  It  is  necessary  to  use  a  speculum  and 
reflected  light  to  examine  the  nasal  cavities,  the  head  being  thrown 
backwards  and  the  tip  of  the  nose  elevated.  One  must  not  mistake 
lateral  deviation  of  the  septum  for  a  tumour;  its  true  nature  will 
be  recognised  by  observing  that  there  is  a  hoUow  in  one  fossa 
corresponding  to  the  projection  in  the  other.  But  if  this  is  not 
the  case,  then  it  is  a  tumour  of  the  septum. 

Polypi  may  be— (1)  Mucous.— These  usually  grow  from  the 
mucous  membrane  of  the  outer  wall,  especially  over  the  inferior 
and  middle  turbinate  bones:  are  yellowish  grey  in  colour:  are 
usually  found  in  middle-aged  persons,  and  are  multiple:  give  rise 
to  fits  of  sneezing  and  a  nasal  tone  of  voice  and  snoring  at  night, 
and  are  worse  in  damp  weather;  they  do  not,  as  a  rule,  cause 
deformity,  nor  do  they  give  rise  to  haemorrhage.  Occasionally, 
however,  Avhen  numerous,  they  may  cause  marked  deformity.  They 
may  make  their  way  into  the  frontal  sinus  or  orbit,  and  displace 
the  eyeball  considerably,  giving  rise  to  double  vision.  Under' such 
circumstances,  it  will  be  necessary  to  open  the  orbital  cavity  at 
the  inner  side  and  remove  the  polypi.  Structure.— Mucous  polypi 
are  covered  by  a  layer  of  beautifully  ciliated,  columnar  epithelium. 
Uelow  this  there  is  a  wob  of  mucous  connective  tissue,  and  in  the 
meshes  of  this  web  there  is  a  layer  of  branched  mucous  glands, 
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often  of  cousiderable  tMckness.  For  this  reason  many  prefer  to 
call  them  adenomatom  polypi,  instead  of  mucous.  The  polypi  also 
contain  blood-vessels  and  lymphatics.  The  mucous  tissue  may 
become  more  highly  developed,  being  transformed  either  into  fat 
or  fibrous  tissue,  or  partly  both.  (2)  Fibrous. — These  usually  grow 
from  the  j^Gnosteum  of  the  naso-pharynx,  basi-sphenoid,  or  nasal 
roof,  and  are  probably  sarcomatous  in  nature ;  they  occur  earhor 
in  life,  are  deej)  red  in  colour,  single,  with  a  broad  base :  they 
cause  deformity,  widely  separating  the  eyes,  and  giving  rise  to 
"  frog-face : "  and,  lastly,  are  frequently  attended  with  severe 
epistaxis.  (3)  Malignant,  usually  begin  from  the  antrum  (see 
"Diseases  of  the  Antrum"). 

The  chief  clinical  features  of  the  case,  besides  the  deformity 
produced,  are  obstruction  of  one  or  both  of  the  fossae  and  bleeding. 
Polypi  are  also  apt  to  press  upon  and  obstruct  the  nasal  duct, 
giving  rise  to  one  form  of  "  watery  eye."  Bulging  of  the  cheeks, 
widening  of  the  eyes,  broadening  of  the  nose,  arc  usually  charac- 
teristic of  malignant  polypi.  These  signs  are  also  more  or  less 
present  in  fibrous,  and  sometimes,  though  rarely,  in  the  mucous 
forms  —  which,  tlirough  repeated  attempts  at  removal,  tend  to 
become  fibrous  in  structure.  It  should  be  remembered  that,  by 
snuffing  up  powdered  tannin  or  rectified  spirit,  mucous  polypi  may 
be  made  to  disappear. 

Annandale's  Operation  for  Naso  -  Pharyngeal  Tumours.— 
Professor  Annandale  uses  this  operation  for  the  removal  of  large 
uaso-pharyngeal  tumours.  The  steps  of  the  operation  arc  the 
following  :—(l)  Freely  expose  the  anterior  uares  by  the  separation 
of  the  upper  lip  from  its  attachments  and  by  division  of  the  nasal 
septum,  as  in  PiOUGe's  operation.  (2)  Next,  saw  through  the  hard 
palate,  and  if  necessary  divide  the  soft  palate  as  woU.  (3)  Forcibly 
separate  the  two  superior  maxillas.  (4)  Remove  the  growth  liy 
finger,  forceps,  etc.  (5)  Then  plug  antiseptically,  and  bring  the 
hard  and  soft  palates  together  again. 

The  advantages  of  this  operation  are— (1)  It  produces  no 
deformity  ;  (2)  it  forms  the  preliminary  stage  of  a  further 
operation,  should  it  be  deemed  necessary  to  remove  the  whole 
or  part  of  the  upper  jaw ;  and  (3)  tlie  section  being  central,  tlierc 
is  less  bleeding. 
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Malignant  tumours  of  the  antrum  and  upper  jaw  gradually 
creep  through  the  various  foramina  and  fissures  of  the  base  of 
■  the  skull,  and  encroach  upon  the  nasal  cavity,  mouth,  and  orbit. 
Polj-pi  must  be  diagnosed  from— (1)  Thickened  mucous  membrane 
over  the  inferior  spongy  bone ;  this  is  red,  and  cannot  be  moved 
with  a  probe.  (2)  Abscess  of  the  septum.  (3)  Deviation  of  the 
septum  to  one  or  other  side ;  in  this  case  there  will  be  a  hollow 
on  the  opposite  side.  (4)  A  meningocele,  protruding  through  the 
roof  of  the  nose. 

Ozaena  is  a  term  applied  to  cases  where  there  is  a  purulent 
discharge  from  the  nose,  frontal,  ethnioidal,  or  sphenoidal  sinuses, 
and  which  has  a  specially  offensive  and  penetrating  odour.  It  is 
said  to  arise  from  chronic  atrophic  rhinitis,  with  purulent  secre- 
tion ;  tliis  dries  and  forms  crusts  with  a  very  offensive  odour.  It 
IS  usually  bilateral ;  and  if  unHateral,  is  regarded  as  characteristic 
of  empyema  of  the  antrum.  The  crusts  must  be  got  rid  of  by 
■sniiiing  lip  into  the  nostril,  or  spraying  it  with  solutions  of  the 
alkaline^  carbonates  or  bicarbonates ;  and  after  this,  local  tonic, 
antiseptic,  and  soothing  applications  used.  Ozrena  may  also  be 
due  to  a  foreign  body  introduced  from  without;  in  this  case  it 
wUl  be  unilateral,  and  the  patient  will  smell  the  disagreeable 
odour  with  the  soimd  nostril.  It  may  also  be  due  to  injury, 
syphilis,  and  struma,  or  to  the  so-called  "atrophic  catarrh.'' 
Syphilitic  oztena  is  the  only  form  that  causes  rapid  destruction 
of  the  bonps  of  the  nose,  although  strumous  inflammation  may 
also  cause  destruction  of  the  bones,  but  much  more  rarely. 

In  cases  of  obstinate  ozasna,  due  to  necrosis,  in  which  \Xw 
scpiestra  cannot  be  removed  through  the  nose.  Rouge's  operation 
may  be  adopted.  In  this  operation  the  upper  lip  is  everted,  a 
transverse  incision  is  made  between  the  second  bicuspid  teeth  ..f 
each  side,  and  the  soft  tissues  connecting  the  upper  lip  with  the 
jaw  divided;  the  cartilages  are  next  separated,  and  the  septum 
of  the  nose  divided,  with  strong  scissors,  sufficiently  to  allow  the 
upper  hp  and  nose  to  be  pulled  upwards  far  enough  to  expose 
the  nasal  cavity.  After  this  operation  no  scar  is  visible,  as  the 
skin  is  not  divided. 

Perforation  of  tlie  Septllin  of  the  nose  may  occur  under  four 
conditions-(l)  In  the  scrofulous;  (2)  in  syphilis,  hereditary  or 


IIG 


Applied  Anatomy. 


acquired;  (3)  it  may  also  exist  as  a  congenital  nialformatiou ;  and 
(4)  is  often  found  in  tliose  exposed  to  the  vapour  of  chromic  acid, 
in  the  manufacture  of  bichromate  of  potash — the  "  bichromate 
disease."  In  ordinary  cases  it  begins  as  a  simple  pimple  or 
pustule,  -which  is  picked  and  irritated  so  that  an  ulcer  is  formed 
that  gradually  eats  through  the  septum. 

Tumours  and  Swellings  of  the  Septum. — (1)  Hiematomata 
are  occasionally  found,  after  an  injury ;  (2)  abscesses  also  occur, 
though  rarely  ;  (3)  gummata  are  sometimes  found  beneath  the 
perichondrium;  (4)  an  osteoma  may  be  met  with;  (5)  adenomata 
are  sometimes  seen;  and  (6)  also  a  curious  tumour,  composed  of 
cartilage — ecchondrosis  of  the  septal  cartilage.  The  cartilages  and 
septum  are  also  affected  in  Acromegaly  and  Leontiasis  ossea. 

A  Dermoid  Cyst  is  sometimes  met  -witli  at  the  side  of  the 
nose,  in  the  position  of  the  naso-maxillary  fissure  of  the  embryo. 
Chronic  nasal  catarrh,  Avith  hypertrophy  of  the  mucous  membrane, . 
and  polypi,  are  said  to  give  rise  to  many  rciiex  nervous  phenomena 
— as  asthma,  spasmodic  fits  of  sneezing  and  coughing,  megrim, 
supra-orbital  neuralgia,  vaso-motor  •  disturbances  causing  redness 
of  the  tip  of  the  nose  and  cheeks,  herpes  labialis,  vertigo,  and 
epilepsy.  On  the  anterior  end  of  the  inferior  turbinate  bone, 
there  is  a  layer  of  erectile  tissue,  and  it  has  been  supposed  that 
turgescence  of  this  tissue  is  sufficient  to  account  for  many  of  the 
above  phenomena.  If  this  be  so,  then  the  cure  is  to  be  found  in 
painting  the  part  with  a  solution  of  cocaine,  or  else  destroying  the 
hypcrtrophied,  congested,  and  sensitive  mucous  membrane  with  the 
galvano-cautery.  Cases  have  also  been  observed  in  which  inti-a- 
nasal  operations,  undertaken  for  the  relief  of  nasal  obstruction,  have 
led,  very  unexpectedly,  to  the  diminution,  or  even  disappearance, 
of  the  symptoms  of  Graves's  disease. 

THE  ANTRUM. 

The  antrum  of  Higiimore,  or  the  maxillary  sinus,  is  a  large 
triangular-shaped  cavity,  hollowed  out  in  the  body  of  the  superior 
maxilla.  Its  apex  is  directed  outwards,  and  its  base  is  formed 
by  the  outer  wall  of  the  nose.  Its  roof  is  very  thin,  and  is 
formed  by  the  orbital  plate  of  the  maxilla;  its  floor  is  formed  by 
the  alveolar  process,  its  anterior  wall  by  the  facial,  and  its  posterior 
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by  the  zygomatic  surface.  Its  aperture  is  near  the  upper  level 
of  the  cavity,  and  communicates  with  the  middle  meatus  of 
tlie  nose,  the  position  of  the  opening  being  about  the  centre  of 
the  middle  meatus,  and  one  inch  above  tlie  floor  of  the  nasal 
cavity ;  the  opening  here  is  sufficiently  large  to  admit  the  end  of 
a  small  probe,  and  in  some  cases  is  much  larger.  ;  Projections 
into  the  floor  are  made  by  the  fangs  of  the  first  and  second  molar 
teeth  usually,  but  others  may  also  project  into  it,  from  the  canine 
to  the  wisdom,  inclusive.  The  fangs  of  the  first  molar  may  lie 
free  in  the  cavity,  being  simply  covered  bj"^  the  mucous  membrane. 
A  growth  in  the  cavity  may,  therefore,  readily  encroach  upon  the 
orbit  above,  displacing  the  eyeball  and  giving  rise  to  double  vision 
unilateral  optic  neuritis,  and  severe  neuralgia,  from  pressure  on 
the  infra-orbital  nerve ;  the  nose,  on  the  inner  side,  closing  up 
that  cavity  and  also  obstructing  the  nasal  duct  of  the  same  side, 
causing  "  stillicidium  lachrymarum ; "  in  front,  causing  a  projection 
on  the  cheek ;  behind,  into  the  zygomatic  fossa ;  and  downwards, 
into  the  floor  of  the  mouth.  The  antrum  should  always  be  first 
examined  in  any  supposed  tumour  of  the  upper  jaw. 

Diseases  of  this  Cavity. — 1.  Tumours — (a)  Malignant  often 
begin  in  the  antrum,  such  as  sarcomata,  and  a  very  rapidly-growing 
form  of  epithelioma — the  "boring  epithelioma;"  the  Surgeon  must 
be  on  his  guard,  as  a  sarcoma  of  the  upper  jaw  may  at  first  cause 
symptoms  resembling  toothache,  the  patient  thinks,  or  neuralgia. 
Epithelioma  may  also  simulate  caries  or  necrosis,  (ft)  Simple,  such 
as  cnchondroma,  fibroma,  osteoma,  etc. 

2.  Suppuration  and  Abscess — This  may  arise  from — {a)  In- 
flammation spreading  from  the  nose  and  blocking  up  the  opening 
of  the  antrum,  leading  to  tension  and  abscess;  {h)  from  disease 
of  the  teeth,  as  suppuration  of  the  fangs  of  the  bicuspids  or  first 
molars;  (c)  in  weak  debilitated  strumous  children,  after  fevers, 
etc.,  and  in  such  cases  there  is  often  disease  of  the  bone  as  well; 
and  (J)  it  may  arise  from  injury.  If  the  opening  is  not  blocked 
up,  then  the  pus  may  overflow  into  the  nostril,  especially  when 
the  patient  lays  the  sound  side  of  tlie  head  flat  on  a  pillow;  but 
if  the  opening  be  blocked  up,  it  will  most  probably  point  at  the 
upper  part,  under  the  orbit,  or  tlirough  tlie  thin  canine  fossa,  lower 
down. 
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3.  Dropsy.  —  The  cavitj'  either  becomes  slowly  filled  with  a 
glairy  fluid  like  that  found  in  ranula,  or  it  may  be  thin  and  serous. 
It  is  not  due  to  the  blocking  up  of  the  orifice  into  the  nose,  but 
from  a  cystic  degeneration  of  the  mucous  membrane,  resembling 
somewhat  the  ordinary  mucous  polypus  of  the  nose,  the  cavity 
being  filled  by  several  small  cysts,  or  by  one  large  growth.  When 
it  was  believed  to  be  an  accumulation  of  fluid  resulting  from  a 
closed  orifice,  then  the  operation  of  "  catheterisation  "  of  the  antrum 
was  advised;  this,  as  might  be  expected,  from  the  erroneous 
pathology,  was  not  followed  by  any  benefit  to  the  patient.  A  not 
unfrequent  sign  of  this  condition  is  a  constant  or  intermittent 
trickling  of  watery  fluid  from  one  nostril,  increased  when  the  head 
lies  on  the  oj^posite  side ;  on  examination  it  is  found  that  the  nasal 
fossa  itself  is  quite  clear. 

4.  "  Dentigerous"  Cysts.  — These  arise  in  connection  with  a 
misplaced,  a  too-deeply  placed,  or  an  inverted  permanent  tooth, 
usually  an  upper  permanent  canine.  They  may  be  recognised  by 
the  absence  of  a  tooth  from  its  proper  place  in  the  jaw,  the  globular 
or  ovoid  outline  of  the  tumour  and  the  gradual,  painless  growth ; 
the  cyst  contains  a  thick,  mucilaginous,  or  serous  fluid  containing 
cholesterine  plates.  In  some  cases,  however,  the  corresponding 
milk  tooth  may  not  be  shed,  so  that  the  Surgeon  must  be  on  his 
guard  not  to  be  misled  by  the  mere  number  of  teeth.  The  fang  of 
the  tooth  is  usually  in  its  socket,  but  the  crown  lies  in  a  cavity 
filled  with  the  enamel  pulp  and  covered  by  a  layer  of  epithelium 
which  secretes  the  fluid.  This  arrest  of  development  will,  so  far, 
be  understood  by  a  reference  to  the  development  of  the  enamel, 
from  the  enamel  organ  and  dental  sac.  This  organ  consists  of — 
(1)  A  layer  of  epitheliimi  next  the  wall  of  the  sao;  (2)  the  enamal 
pulp,  consisting  of  jelly-like  mucous  tissue ;  (3)  a  layer  of  undif- 
ferentiated cellsj  and  (4)  the  internal  epithelium,  which  ultimately 
develops  into  the  enamel  prisms.  The  proper  Treatment  for  these 
cysts  is  to  remove  a  part  of  the  wall,  turn  out  the  contents,  and 
sCuff  the  cavity,  in  order  to  make  it  heal  from  the  bottom  upwards. 

In  tapping  fluid  collections  in  tlie  antrum — (1)  The  upper  lip 
juay  be  everted  and  an  opening  iiiade  through  the  tliin  canine 
fo.ssa  just  above  the  second  ])icuspid  tooth.  (2)  By  extracting  tlie 
lirst  molar,  as  this  tooth  is  very  often  carious ;  but  the  bicupsids, 
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if  diseased,  may  be  taken  instead.  The  first  molar  is  a  specially- 
perishable  tooth,  and,  therefore,  likely  to  be  less  missed  than  the 
others ;  but  remove  any  carious  tooth.  Do  not  try  to  perforate 
in  the  site  of  an  old  extracted  tooth,  as  the  walls  of  the  socket 
■will  have  come  together,  or  the  cavity  be  filled  np  with  dense  bone. 
(3)  The  antrum  may  be  perforated  through  the  outer  wall  of  the 
inferior  meatus  of  the  nose;  this  was  John  Hunter's  plan  (1771), 
and  has  recently  been  revived  by  Mickulicm  and  others. 

CRANIAL  NERVES. 

The  Facial  Nerve  ('jwi^zo  dura  of  seventh). — This  is  the  motor 
nerve  of  the  face.  Its  deep  origin  is  from  the  formatio  reticularis 
on  the  dorsal  aspect  of  the  pons  at  the  upper  part  of  the  floor 
of  the  fourth  ventricle,  and  from  the  lenticular  nucleus  of  the 
opposite  side;  the  fi.bres  of  the  portio  intermedia  can  be  traced 
into  the  glosso-pharyngeal  nucleus.  It  enters  the  internal  auditory 
meatus  to  the  inner  side  of  and  above  the  auditory  (portio  mollis). 
At  the  bottom  of  the  meatus  it  enters  the  aqueduct  of  Fallopius, 
traverses  that  canal,  and  makes  its  exit  at  the  stylo-mastoid  foramen 
(Fig.  152).  In  the  bone  it  first  passes  outwards  then  haclaoards, 
forming  the  knee-shaped  bend,  where  there  is  a  gangliform  enlarge- 
]nent  ( the  genimlate  ganglion ),  and  after  this  it  passes  straight 
down  to  the  stylo-mastoid  foramen.  It  then  divides  in  the  parotid 
gland  into  temporo-facial  and  cervico-facial  divisions;  these,  by  a 
series  of  divisions  and  anastomoses,  form  the  pes  anserinus,  from 
which  branches  pass  to  supply  the  muscles  of  expression. 

Branches. — In  the  meatus  it  communicates  with  the  auditory 
nerve.  In  the  aqueduct — (a)  The  great  superficial  petrosal  nerve 
from  the  ganglion,  passing  out  at  the  hiatus  Fallopii,  grooving 
tlie  anterior  surface  of  the  petrous  part  of  the  temporal  bone,  then 
running  underneath  the  fifth  nerve  and  Gasserian  ganglion,  it  is 
joined  by  a  twig  from  the  sympathetic  (carotid  plexus),  and  after 
this  is  known  as  the  Aldian  nerve,  which  partly  passes  through 
the  foramen  lacerum  medius  into  the  Vidian  canal,  and  enters 
^FEOKEii's  ganglion,  of  which  it  forms  the  motor  root,  and  is  dis- 
tri])uted  to  the  azygos  uvulte  and  levator  palati  muscles,  (h)  The 
small  superficial  petrosal,  also  from  the  ganglion.  It  takes  a  course 
similar  to  the  last,  but  passes  out  at  the  foramen  ovale  and  enters 
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the  oiic  ganglion,  to  whicli  it  conducts  the  secretory  fibres  for  the 
parotid  gland,  (c)  Kext  in  order  is  the  external  superficial  petrosal, 
which  joins  the  facial,  from  the  sympathetic  plexus  on  the  middle 
meningeal  artery,  {d)  Next  comes  the  tympanic  branch  to  supply 
the  stapedius  muscle  and  the  laxator  tympani ;  and  lastly,  (e)  the 
chorda  tympani,  which  is  given  off'  just  before  the  nerve  makes  its 
exit  from  the  stylo-mastoid  foramen.  This  nerve  has  already  been 
seen  in  the  middle  ear,  after  which  it  passes  through  the  canal  of 
HuGUiER  and  joins  the  lingual  branch  of  the  fifth  at  an  acute 
angle  between  the  two  pterygoid  muscles,  and  passes  with  that 
nerve  to  the  tongue,  forming  the  nerve  of  taste  to  the  anterior  two 
thirds;  it  is  also  secretory  to  the  sublingual  and  the  submaxillary 
glands. 

After  the  nerve  has  left  the  bone,  it  gives  off — (a)  T\i&  ^''osterior 
aurimlar  branch,  which  supplies  the  skin  and  posterior  belly  of 
the  occipito-frontalis  muscle;  (h)  a  branch  supplying  the  stylo- 
hyoid and  posterior  belly  of  the  digastric;  and  (c)  branches  from 
the  pes,  six  in  number,  supplying  the  muscles  of  expression  from 
the  brow  to  the  chin — including  the  buccinator.  These  muscles  are 
situated  around  the  cavities  of  the  orbit,  nose,  and  mouth.  The 
six  branches  are — (1)  The  temjjoral,  to  the  anterior  belly  of  the 
occipito  frontalis;  (2)  the  malar,  to  the  muscles  round  eye;  (3)  the 

'a-orhital,  to  the  muscles  about  the  nose;  (4)  the  huccal,  to  the 
orbicularis  oris  and  buccinator;  (5)  the  supra-maxillary,  to  lower 
lip  and  chin;  and  (6)  the  infra-m.axillary,  to  platysma,  etc.  The 
buccinator  trumpeter'' s  muscle")  may  receive  twigs  from  the  buccal 
branch  of  the  third  division  of  the  fifth,  although  many  anatomists 
regard  this  as  a  purely  sensory  nerve;  it  is  a  muscle  of  mastication 
as  well  as  of  expression;  its  expressive  powers  are  fully  brought  out 
in  playing  the  French  horn,  and  other  instruments  of  a  similar 
nature,  and  in  saying  "Pooh!"  It  will  be  noticed  therefore  that 
the  muscle  that  opens  the  eye  is  supplied  by  the  third  nerve 
( levator  palpeh-ce),  while  the  muscle  tliat  shuts  the  eye  (orMeu- 
laris  palpebrarum)  is  supplied  by  the  facial.  In  superficial 
ulcerations  of  the  cornea,  as  pldyctenular  ophthalmia  (strumous) 
where  photophobia  is  so  prominent  a  symptom,  the  orbicularis 
is  spasmodically  contracted  (hlepharospasm )  by  the  reflex  irrita- 
tion set  up  by  stimulation  of  the  terminal  filaments  of  the  first 
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divisio]!  of  the  fifth  in  the  inflamed  area,  or  of  the  optic  nerve 

by  the  light.  '  '  ^ 

Paralysis  of  this  nerve  may  he  caused  by  parotitis,  rapidly 
growing  tumours  and  abscesses  of  the  parotid^  or  of  the  cervical 
glands,  herpes  zoster,  wounds  of  the  cheek,  operative  or  otherwise, 
forceps  in  child  birth;  it  may  also  be  caused  quite  suddenly  by 
exposure  to  cold  ("Bell's  paralysis")  rheumatic  inflammation  of 
the  nerve  or  its  sheath,  disease  of  the  middle  ear,  and  periostitis 
from  various  causes.  It  may  be  paralysed  at  its  root  by  a  blood 
clot  in  the  pons;  it  is  also  usually  aflected  in  hemiplegia. 
Syphilitic  and  other  tumours  may  also  aiFect  its  origin,  and  it  is 
one  of  the  nerves  involved  in  "  Bulbar  paralysis."  Occasionally 
it  may  be  the  earliest  symptom  of  tubercular  meningitis  (Fagge). 
It  may  be  paralysed — 

1.  At  or  after  its  Exit  from  the  Stylo-IVIastoid  Foramen.—  \ 
Tliis  is,  properly  speaking,  "Bell's  paralysis."    The  signs  are — 

(a)  The  wrinkles  disappear  from  the  brow,  giving  it  a  smoother 
appearance  than  the  other  side,  (h)  The  eyelids  cannot  be  closed 
(lar/OiMlialmo^x  Hare's  eye).  (c)  The  lower  lid  falls  doM'n, 
and  the  punctum  is  drawn  away  from  the  globe ;  hence,  the  tears 
run  over  the  cheek,  (d)  The  nostrils  cannot  be  dilated,  (e)  The 
mouth  and  face  are  drawn  towards  the  sound  side.  (/)  The 
buccinator  is  paralysed,  and  the  food  passes  between  the  teeth 
and  the  cheek;  further,  the  cheek  is  flabby  and  falls  in  and  may 
be  caught  by  the  teeth.  {(/)  The  patient  cannot  whistle  or  laugh 
properly,  and  the  angle  of  the  mouth  is  depressed  and  drawn  to 
tlie  sound  side,  (h)  The  posterior  belly  of  the  digastric  and  stylo- 
liyoid  muscles  are  jDaralysed. 

2.  It  may  be  paralysed  in  the  Petrous  Bone,  as  in  disease 
of  the  middle  ear,  fracture  of  the  base,  etc.  A  case  is  mentioned 
by  Mr  Hutchinson,  where  paralysis  of  this  nerve  was  caused  by 
a  blow  from  a  cricket  ball  on  the  chin,  probably  from  fracture  of 
the  petrous  bone.  In  this  case  the  signs  will  vary  with  the  heiglit 
at  which  the  nerve  is  affected;  they  will  be  given  here,  from  below 
ujiwards.  In  addition  to  the  previous  symptoms,  we  will  there- 
fore liave — (a)  Loss  of  taste  in  the  anterior  two  thirds  of  the 
tongue,  because  the  chorda  tympani  is  paralysed.  Tlio  food  tastes 
salt,  or  a  sour  or  metallic  taste  may  be  felt,  and  tlie  person  is 
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unable  to  detect  sweet  or  saline  tastes.  Taste  seems  to  be  affected 
when  the  olfactory  nerve  is  paralysed ;  this  is  not  because  it  is 
actually  affected,  but  because  the  power  of  distinguishing  flavours 
is  lost,  so  that  one  is  unable  to  tell  an  apple  from  .an  onion. 

The  sense  of  hearing  will  be  affected,  as  the  stapedius  muscle 
is  paralysed.  There  is  usually  increased  sensibility  for  all  musical 
notes  or  sounds,  and  the  patient  can  detect  sounds  of  a  very  low 
pitch;  or  may  seem  subjectively  to  hear  acute  sounds  (oxyaTioia), 
because  the  stapedius  is  paralysed,  and  hence  the  tensor  tympani 
keeps  the  membrane  too  much  on  the  stretch.  (c)  The  mouth 
will  be  dry,  because  the  salivary  glands  are  not  secreting  (the 
lower  two  by  the  chorda,  the  parotid  through  the  small  superficial 
petrosal).  This  is  known  as  "  dry  mouth,"  or  xerostomia,  (d)  The 
palate  falls  down  on  the  paralysed  side,  because  the  levator  and 
azygos  uvulae  muscles  are  paralysed  (through  the  great  superficial 
petrosal),  and  the  uvula  points  towards  the  healthy  side. 

3.  The  Paralysis  may  be  Central,  that  is,  in  the  brain.  In  this 
case,  curiously  enoiigh,  the  ujJjjer  part  of  the  face  usually  escapes — 
the  brow  and  the  muscles  collected  round  the  orifice  of  the  orbit. 
This  is  probably  because  of  the  fasciculus  of  fibres  that  arise  from 
the  opposite  side.  Another  important  difference  is,  that  in  central 
or  cerebral  lesions  the  electrical  reactions  are  the  same  as  in  health; 
whereas,  when  the  paralysing  lesions  are  in  the  course  of  the  nerve, 
we  very  quickly  get  the  "  reaction  of  degeneration,"  It  is  often, 
stated,  in  cases  where  this  nerve  is  paralysed,  that  the  tongue  is 
also  affected.  This  I  believe  to  be  a  time-honoured  misunder- 
standing. It  certainly  seems  to  go  to  one  side,  but  this  is  because 
the  mouth  is  not  in  the  middle  line  in  facial  paralysis,  and  hence 
the  tongue,  even  when  put  out  quite  straight,  is  nearer  the  paralysed 
than  the  healthy  side. 

The  Facial  Nerve  is  at  fault  in  cases  of  "histrionic  spasm," 
or  actor's  paralysis,  which  consists  of  an  almost  constant  twitching 
of  the  muscles  of  the  face.  To  cure  this  condition  the  nerve  has 
boon  stretched. 

Operation. — INFake  an  incision  from  the  root  of  the  mastoid 
process  downwards  and  forwards  to  near  tlie  angle  of  the  lower 
jaw,  and  expose  the  anterior  border  of  the  process  and  the  anterior 
edge  of  the  sterno-mastoid,  and  turn  the  parotid  gland  forwards. 
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Next  define  the  upper  border  of  the  posterior  belly  of  the  digastric; 
the  nerve  runs  parallel  to  this,  and  will  be  found  emerging  from 
under  the  mastoid  process. 

Meckel's,  or  the  Spheno-Palatine  Ganglion.— This  structure  Ls 
deeply  placed  in  the  spheno-maxillary  fossa,  close  to  the  spheno- 
palatine foramen,  on  a  level  with  the  root  of  the  pterygoid  processes, 
and  immediately  below  the  superior  maxillary  nerve. 

Roots.— 1.  The  Sensory,  from  the  second  division  of  the  fifth, 
as  it  lies  immediately  above  it,  crossing  the  spheno-maxillary  fossa. 

2.  The  Sympathetic,  from  the  carotid  plexus  through  the  Vidian. 

3.  The  Motor,  from  the  facial  (great  sui^erfieial  petrosal ),  through 
the  Vidian  also.  The  ganglion  may  be  most  readily  exposed  by 
removing  the  upper  jaw,  and  it  is  probably  always  exposed  in  that 
operation.  It  will  be  found  in  the  spheno-maxillary  fossa,. imme- 
diately in  front  of  the  Vidian  canal,  and  connected  with  the  \ 
Vidian  nerve.    It  may  also  be  reached  by  Carnochan's  operation : 

The  anterior  wall  of  tlie  antrum  is  exposed,  and  a  large,  trepliine 
hole  made;  next  expose  the  infra-orbital  nerve  by  cutting  away 
the  lower  wall  of  the  infra-orbital  canal,  and  follow  it  up  to  the 
posterior  wall  of  the  antrum.  Then  just  under  this  make  a  small 
trephine  hole  in  the  posterior  wall,  isolate  the  nerve,  and  follow 
its  descending  branches  to  Meckel's  ganglion.  Lastly,  divide  the 
main  nerve  close  to  the  foramen  rotundum,  and  remove  it  along 
with  the  ganglion.  After  this,  of  course,  the  levator  palati  and 
the  azygos  uvula?  of  that  side  are  permanently  paralysed.  Its 
Branches  are  motor  to  the  levator  palati  and  the  azygos  uvulii' 
muscles,  and  also  to  the  muscle  of  Muller;  for  the  rest,  it  is 
sensory  to  the  nose,  pharynx,  and  palate.  Cases  of  intractable 
epileptiform  neuralgia  have  been  greatly  benefited,  or  even  cured, 
by  excision  of  this  ganglion. 

The  Second  Division  of  the  Fifth  (superior  maxillary  nerve). — 
It  arises  from  the  Gasserian  ganglion,  leaves  the  skull  by  passing 
through  the  foramen  rotundum  into  the  spheno-maxillary  fossa, 
crosses  that  fossa  and  enters  the  orbit  through  a  fissure  of  the  same 
name,  and  then  enters  a  canal  on  the  floor  of  the  orbit,  appearing 
on  the  face  at  the  infra-orbital  foramen,  where  it  divides,  beneatli 
the  levator  labii  superioris,  into  palpebral,  nasal,  and  labial  branches. 
It  is  purely  a  sensory  nerve.    Its  branches  in  the  fossa  are — 
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orbital  or  teuiporo -malar,  (6)  spheno-palatiue  to  Meckel's 
ganglion,  and  (c)  posterior  dental  to  the  teeth  of  the  upper  jaw. 
In  the  infra-orbital  canal  it  gives  off  the  anterior  dental  branches. 
In  deep-seated  affections  of  the  cornea  and  iris  the  pain  is  sometimes 
reflected  along  this  nerve,  affecting  the  upper  jaw  through  its  dental 
branches,  and  the  temporal  region  along  its  orbital  branch.  A  blister 
in  the  temporal  region  sometimes  benefits  eye  affections,  probably 
by  acting  through  this  nerve  as  a  counter-irritant.  This  nerve  may 
be  affected  with  neuralgia  from  unknown  causes,  or  from  diseases 
of  the  teeth  in  the  upper  jaw;  and  from  malignant  tumours  of  the 
antrum,  or  the  spheno-maxillary  fossa.  It  appears  on  the  face 
three  times — (1)  as  the  infra-orlital ;  (2)  as  the  temporal,  in  the 
temporal  fossa;  and  (3)  over  the  malar  bone,  as  the  ramus  sub- 
cutaneous malcii. 

The  Third  Division  of  the  Fifth  (inferior  maxillary).— This 
is  the  largest  division,  and,  like  the  last,  it  arises  from  the  Gasserian 
ganglion,  leaves  the  skull  through  the  foramen  ovale,  and  is  then 
joined  by  the  motor  root  of  the  fifth,  and  thereafter  divides  into  a 
small  or  anterior  division,  chiefly  motor  in  function,  and  a  large 
or  posterior  division,  chiefly  sensory.  Erom  the  anterior  division 
proceed — (a)  the  masseteric  nerve  to  the  masseter  muscle,  and  some- 
times a  twig  to  the  temporo-maxillary  articulation ;  (5)  two  deep 
temporals  to  the  temporal  muscle;  (c)  branches  to  the  two  pterygoids; 
and,  lastly  {d)  the  long  buccal  nerve.  The  nerve  to  the  internal 
pterygoid  furnishes  the  motor  root  to  the  otic  ganglion,  and  througlx 
that  to  the  two  tensors — tensor  palati  and  tensor  tympani.  The 
hiiccal  nerve  is  sensory  to  the  buccinator  muscle  and  the  mucous 
membrane  and  skin  of  the  cheek,  and  may  possibly  contain  motor 
filaments;  it  also  communicates  with  the  facial  nerve.  This 
division,  it  will  be  noted,  supplies  the  muscles  of  mastication. 
From  tlie  posterior  division  come — (a)  the  auriculo-temporal — tliis 
nerve  also  supplies  the  joint  of  the  lower  jaw  and  the  external 
auditory  meatus ;  (h)  the  inferior  dental ;  and  (c)  the  gustatory, 
or  lingual,  nerve.  From  the  lingual  comes  the  mylo-hyoid  nerve, 
which  supplies  the  mylo-hyoid  muscle  and  the  anterior  belly  of 
the  digastric.  When  this  division  of  the  fiftli  is  paralysed  the 
following  muscles  are  alfected — tlie  masseter,  the  temporal,  external 
and  internal  pterygoids,  the  mylo-hyoid,  and  the  anterior  belly  of 
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the  digastric,  and  lastly,  the  teusor  tympani  and  the  tensor  palati. 
This  third  division  appears  on  the  face  thi>ee  times— (1)  as  tli." 
mental  branch,  over  the  cliin;  (2)  as  the  cmrieido-temporal ;  and 
(3)  as  the  long  huccul,  on  the  cheek. 

The  Otic  Ganglion  (Arnold's).— This  ganglion  lies  immediately  ' 
below  the  foramen  ovale,  on  the  inner  snrfacc  of  the  inferior 
maxillary  nerve,  and  round  tlie  origin  of  the  nerve  to  the  internal 
pterygoid  muscle,  and  in  front  of  the  middle  meningeal  artery. 
Its  roots  are— (rt)  Motor,  from  the  internal  pterygoid  nerve  (third 
division  of  fifth),  which  is  the  guide  to  the  ganglion,  and  through 
which  it  supplies  the  tensor  palati  and  tensor  tympani  musclc°s; 
{h)  Sensory,  from  the  auriculo-temporal ;  {<:)  SymiJcithetic,  from' 
tlie  plexus  on  the  middle  meningeal  artery;  and  {d)  it  also  com- 
municates with  the  facial  and  glosso-pharyngeal  tlirough  the  small 
superficial  petrosal.    Its  secretory  fibres  probably  come  from  the 
tympaniu  branch  of  the  glosao-pharyngeal  (Jacobso.\"s  nerve),  vw 
tlic  small  superficial  petrosal  and  auriculo-temporal  nei-ves,  and 
the  otic  ganglion.    Tliis  nerve  may  be  affected  with  "  idiopathic  " 
neuralgia,  in  disease  of  the  teeth  of  tlie  lower  jaw,  in  idcers  of 
tlie  tongue,  in  epithehoma  of  the  tongue,  and  in  the  eruption  of 
the  lower  wisdom  teeth,  and  in  tetanus ;  in  irritable  sores  about 
the  tongue,  and  in  tlie  eruption  of  the  wisdom  teeth,  the  muscles 
that  close  the  jaws  may  be  thi-own  into  spasm  reflexly,  and 
simulate  "lock-jaw,"    Spasm  of  the  muscles  of  the  jaw  is  often 
an  early  symptom  in  true  tetanus,  and  is  known  as  "  trismus,"  or 
"  locked  jaw."    The  mental  branch  is  often  allected  ui  fractures 
of  the  lower  jaw. 

To  Expose  this  Ganglion  necessitates  the  dissection  of  tlic 
Pterygo- Maxillary  Region.— (1)  Clear  out  the  parotid  gland  and 
the  structures  in  it  (see  vol.  ii.,  p.  95).  (2)  Remove  structures  on  the 
masseter— («)  Part  of  the  parotid  gland  and  socia,  (ft)  Stknson's 
duct,  {<•)  the  transverse  facial  artery  and  veins,  {(1)  the  facial  vein, 
{e)  brandies  of  facial  nerve  and  great  auricular,  and  (/)  the  risorius 
muscle  and  some  lymphatic  glands.  (3)  I^emove  the  iwo  layers  of 
temporal  fascia  above  the  zygoma,  and  saw  through  that  bone  in 
front  and  behind,  and  throw  it  down  with  the  masseter  muscle. 
(4)  Snip  off  the  coroiioid  in-occss  and  throw  it  up  along  with  tlie 
temporal  muscle,  and  tlien  saw  through  Ihe  ascending  ramus,  fii-st 


Surgical,  Medical,  and  Operative. 


127 


at  tlie  neck  of  tlie  condyle,  and  again  at  the  leA^el  of  tlie  molar 
teeth.  This  now  exposes  the  first  and  second  parts  of  the  internal 
maxillary  artery,  the  two  pterygoid  muscles,  and  the  chief  branches 
of  the  third  division  of  the  fifth.  (5)  IN'ow  disarticulate  the  condyle 
■  of  the  jaw  and  throw  it  forwards  with  the  external  pterygoid 
muscle,  when  the  foramen  ovale,  the  trunk  of  the  third  division 
of  the  fifth,  and  the  chorda  tympani  nerves  are  all  exposed.  Lastly, 
secure  the  nerve  to  the  internal  pterygoid  muscle,  and  trace  it  up 
to  the  ganglion. 

The  Eighth  Pair  consists  of  three  divisions,  and  which  all  come 
from  nuclei  in  the  lower  part  of  the  floor  of  the  fourth  ventricle. 

1.  The  Glosso-Pharyngeal. — This  nerve  supplies  the  posterior 
third  of  the  tongue  with  ordinary  sensation  and  Avith  the  sense  of 
taste.  It  also  supplies  the  stylo-pharyngeus  muscle,  and  helps  to 
supply  the  constrictors  of  the  pharynx;  it  further  supplies  the  tonsil, 
and  gives  off  Jacobson's  nerve  to  the  tympanum.  Its  relations  to 
diseases  of  the  tongue  and  tonsil  have  been  already  seen. 

2.  The  Vagus,  or  Pneumogastric,  is  principally  distributed  to 
the  lungs  and  respiratory  passages,  the  heart,  and  the  pharynx, 
oesophagus,  and  stomach.    Its  branches  are — 

((()  Abnold's  nerve,  wliich  is  the  nerve  of  common  sensa- 
tion to  the  back  of  the  auricle  and  external  auditory 
meatus — the  "  Alderman's  nerve." 

(/>)  The  pharyngeal  branch  helps  to  form  the  pharnygeal 
plexus  and  supply  the  constrictors. 

(c)  The  superior  laryngeal,  sensory  to  the  larynx  and  root 
of  the  tongue  at  the  base  of  the  epiglottis,  and  motor 
to  the  crico  -  thyroid  muscle,  and  probably  half  the 
arytenoid ;  it  can  also  inhibit  inspiration  and  excite 
expiration,  and  reflexly  cause  spasm  of  the  glottis. 

('/)  Tlie  cervical  cardiac  branches,  sensory  nerves  of  tlie 
heart  ( " dejrrem/r  nerve"),  also  vaso-inhibitory  to  the 
blood-vessels  of  the  abdomen — tliis  nerve  is  probably 
much  aflected  in  "  shock." 

(")  The  recurrent  laryngeal,  motor  to  all  the  muscles  of  the 
larnyx  not  supplied  by  the  superior. 

(/)  The  inferior  cardiac,  inhibitory  of  the  heart. 
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{(j)  The  pulmonary  branches,  motor  to  the  bronchial  muscles, 

and  excito-motor  for  respiration. 
(A)  (Esophageal  branches  (plexus  guM ). 
(i)  The  gastric  branches— motor,  sensory,  secretory,  and 
vaso-inhibitory. 

In  severe  head  injuries,  a  not  uncommon  complication  is  pneu- 
monia, probably  because  the  vagus  is  in  some  way  interfered  witli 
and  hence  also  the  vomiting,  thirst,  and  sleeplessness.    In  shock 
this  IS  the  nerve  first  affected,  and  then,  through  this,  to  the  heart 
and  abdominal  blood-vessels ;  the  heart  quickly  recovers,  but  the 
paresis  of  the  abdominal  and  other  vessels  may  last  some  time 
and  keep  up  the  condition  of  collapse.    The  vagus  has  extensive 
communications  ynth  the  great  sympathetic  nerve  plexuses  of  the 
abdomen,  and  it  is  in  this  way  that  vomiting  is  caused  in 
strangulated  hernia.     This  nerve  is  the  most  remarkable  nerve 
m  tlic  whole  body.     It  supplies  the  liver,  spleen,  and  kidney, 
probably  tlio  ovaries,  uterus,  and  testicles;  the  right  nerve  ending, 
I  believe,  at  the  point  of  the  penis,  supplying  the  glaus.    It  is 
probably  in  this  ^vay  that  crushes  of  tlie  Icidney  and  testicle  are 
so  often  followed  by  vomiting ;  the  connection  of  the  nerve  with 
the  ovaries  and  uterus  may  explain  to  a  certain  extent  the  vomiting 
of  pregnancy,  the  globus  hystericus,  etc.    Certain  it  is  that  the 
vagus  is  the  nerve  most  intimately  connected  with  emotions, 
whether  of  joy  or  sorrow,  and  very  probably,  from  its  eflfect  on 
the  heart,  some  have  been  said  to  die  of  a  «  broken  heart,"  and 
others  from  excess  of  joy,  from  the  too  great  effect  on  the  inhibitory 
centre.    In  concussion  of  the  upper  part  of  the  cord,  the  vagus 
is  often  affected,  producing  a  sense  of  suffocation,  irregular  action 
of  the  heart,  and  vomiting.    Strong  counter  irritation  applied  over 
the  course  of  the  vagi,  between  the  mastoid  process  and  the  angle 
of  the  jaw,  has  been  found  of  great  service  in  cholera,  and  has  also 
acted  like  magic  in  cases  of  A\'hooping-cough  (Inglott). 

3.  The  Spinal  Accessory.— This  is  purely  a  motor  nerve,  and 
supplies  the  trapezius  and  sterno-mastoid ;  it  also  gives  motor  fibres 
to  the  vagus  for  the  pharynx  and  larynx.  The  inliibitory  nerve 
of  the  heart  also  comes  from  this  nerve,  and  enters  the  vagus 
through  the  upper  ganglion.  This  nerve  is  also  affected  in  certain 
forms  of  "  Torticollis." 
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Hypoglossal  Nerve  (ninth,  Motor  Lingum). — It  arises  from  the 
fourth  ventricle,  near  the  point  of  the  calamus  scrijstorius,  beneath 
the  fasciculus  teres.  It  leaves  the  skull,  often  in  two  bundles, 
through  the  anterior  condyloid  foramen,  and  then  lies  at  first 
behind  the  internal  carotid  artery  and  internal  jugular  vein,  next 
it  passes  between  the  artery  and  the  vein,  hooks  round  the 
occipital,  and  crosses  the  external  carotid  artery,  and  passes 
beneath  the  digastric  and  mylo-hyoid  muscles  to  the  tongue.  Its 
Branches  are — (a)  Desceiiclens  noni,  which  forms  a  loop  (ansa 
hypoglossi)  with  the  communicans  noni,  and  supplies  both  bellies 
of  the  omo-hyoid,  the  sterno-hyoid,  and  the  sterno-thyroid  muscles; 
(h)  a  special  hranch  to  the  thyro-hyoid ;  (c)  branches  to  the  genio- 
hyoid, genio-hyoglossus,  the  hyoglossus,  and  the  styloglossus;  and 
lastly,  it  supplies  the  intrinsic  muscles  of  the  tongue. 

In  Paralysis  of  this  nerve  the  tongue  is  pushed  to  the  paralysed 
side.  In  long  standing  cases  the  paralysed  half  of  the  tongue 
atrophies ;  and  this  will  take  place,  not  only  when  the  root  of  the 
nerve  is  affected,  but  also  in  pressure  on  its  trunk — e.g.,  in  the 
anterior  condyloid  foramen. 

In  the  disease  known  as  Glosso- labio -laryngeal  Paralysis 
( Bulbar  paralysis)  the  deep  origins  of  the  hypoglossal,  facial, 
spinal  accessory,  and  the  pneumogastric  nerves  —  and  probably 
also  the  glosso-pharyngeal — are  affected;  hence  the  progressive 
loss  of  power  of  the  muscles  of  the  tongue,  soft  palate,  pharynx, 
larynx,  and  in  the  orbicularis  oris.  The  disease  consists  in  de- 
generation and  atrophy  of  the  large  nerve  cells  in  the  anterior 
horns  of  the  upper  part  of  the  cord,  and  the  cells  in  series  with 
these  in  the  medulla,  forming  the  deep  origin  of  the  above- 
mentioned  nerves. 

The  nerves  specially  affected  in  Hydrophobia  appear  to  be  the 
deep  origins  of  the  hypoglossal,  glosso-pharyngeal  and  vagus,  and 
neighbouring  parts  of  the  medulla.  In  Tetanus  the  spinal  cord 
is  specially  affected,  together  with  the  motor  part  of  the  fifth, 
the  facial  and  spinal  accessory.  The  hypoglossal  may  also  be 
paralysed  by  sudden  and  forcible  bending  forwards  of  the  head, 
as  in  leaping,  when  the  nerve  is  probably  crushed  at  the  anterior 
condyloid  foramen.  It  may  also  be  affected  by  fractures  through 
the  foramen,  or  by  disease  involving  it,  e.g.,  caries  or  necrosis. 

*l 
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LYMPHATICS. 

Of  the  Head.— The  student  must  remember  that,  in  a  general 
way,  the  course  of  the  lymphatics  is  very  similar  to  that  of  the 
veins,  both  superficial  and  deep,  and  when  thinking  therefore  of 
the  probable  soiu-ce  of  any  given  glandular  enlargement,  he  has 
only  to  think  where  the  veins  near  the  glands  come  from,  in  order 
to  reach  the  irritating  focus;  or  conversely,  when  a  malignant 
tumour  IS  discovered  in  a  given  situation,  he  has  only  to  think 
of  the  com-se  of  the  veins,  whicli  will,  as  a  rule,  lead  him  to 
the  enlarged  glands.     I  do  not  think  that  the  spread  throu^di 
the  lymphatics  is  merely  a  mechanical  washing  along  the  stream 
of  "juices"  or  colls,  for  there  can  be  little  doubt  that  the  spread  is 
sometimes  acjainM  the  stream;  and  this  fact  seems  to  lend  support 
to  the  theory  that  malignant  tumours  have  a  microbic  origin,  for 
only  life  can  go  against  the  stream. 

The  Glands  of  the  head  consist  of  two  groups— (a)  The  occipital 
at  the  back  of  the  head,  along  the  attachment  of  the  occipito- 
frontaUs;  (i)  the  auricular,  near  the  upper  end  of  the  stemo- 
raastoid.  They  receive  the  lymphatics  from  the  posterior  and 
middle  vertical  zones  of  the  head ;  the  vessels  follow  the  course 
of  these  occipital  and  posterior  auricular  veins.  These  glands  wUl 
be  enlarged  in  cases  of  disease  affecting  the  scalp  in  these  zones— 
as  pediculi,  impetigo  contagiosum,  favus,  and  eczema. 

The  Face.— The  glands  of  the  face,  in  front  of  the  ear,  are— 
Tlie  parotid,  placed  on  the  surface  of  that  gland,  and  a  few 'deeply 
in  its  substance ;  one  or  two,  just  under  the  zygoma ;  the  buccal, 
on  the  buccinator  muscle;  and  the  submaxillary,  set  just  below 
the  body  of  the  lower  jaw,  underneath  the  cervical  fascia.  The 
parotid  receive  the  lymphatics  from  the  anterior  vertical  zone  of  the 
head,  the  vessels  following  the  course  of  the  temporal  veins  to  the 
front  of  the  ear,  and  after  passing  through  the  superficial  parotid 
glands,  join  the  submaxillary  group.    These  glands  will  therefore 
be  enlarged  in  conditions  like  those  already  enumerated,  and  by 
boils  about  the  upper  eyelid,  epitlaeliomatous  sores  in  this  region, 
septic  scalp  wounds,  and  erysipelas.    There  are  also  a  few  gllnds 
along  the  middle  line  of  the  neck,  from  the  chin  to  the  sternum, 
but  especially  towards  the  upper  part. 
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The  superficial  lymphatics  of  the  face  accompany  the  cor- 
responding veins,  especially  the  facial,  pass  through  the  glands 
on  the  surface  of  the  buccinator  (buccal),  and  thence  to  the 
large  submaxillary  grouji.  The  submaxillary  group  receives  the 
lymphatics  of  the  rest  of  the  face  directly,  including  the  lips, 
and  are  therefore  affected  in  inflammatory  and  malignant  diseases 
of  the  lips — as  boils,  epithelioma,  hard  chancre,  herpes,  malignant 
cai'buncle,  anthrax,  cancrum  oris,  and  actinomycosis. 

The  deep  lymjjhatics  of  the  face  come  from  the  mucous 
membrane  of  the  nose,  mouth,  and  pharynx  and  orbital  fossa, 
accompanying  the  internal  maxillary  vein,  and  end  in  the  deep 
parotid  set  of  glands,  and  thence  to  the  submaxillary  and  deep 
cervical  groups.  These  glands  will  therefore  be  -affected  in 
malignant  disease,  simple  inflammation,  and  septic  and  specific 
conditions  of  these  parts — as  malignant  tumours  of  the  nose, 
jaws,  and  tonsils,  strumous  inflammation  of  the  nasal  cavities, 
cancerous  ulcers  of  the  inside  of  the  cheek,  chronic  inflamma- 
tion of  the  faucial,  pharyngeal,  or  lingual  tonsils,  coupled,  no 
doubt,  with  the  entrance  of  specific  organisms,  and  in  caries  of 
the  teeth. 

The  Neck. — The  superficial  glands  are  placed  along  the  course 
of  the  external  jugular  vein,  between  the  platysma  and  the  sterno- 
mastoid;  they  are,  however,  most  numerous  at  the  lower  part  of 
tlie  posterior  triangle,  and  from  thence  they  are  connected  with 
the  axiUary  glands,  and  also  receive  communications  from  the 
occipital  and  posterior  auricular  groups  of  the  head.  The  deexi 
glands  form  a  chain  along  the  inner  side  of  the  carotid  sheath, 
between  it  and  the  pharynx,  oesophagus,  and  trachea,  and  extend 
from  the  base  of  the  skull  to  the  thorax.  Above,  they  receive  the 
intra-cranial  lymphatics,  and  below,  they  communicate  with  the 
glands  in  the  thorax ;  the  vessels  finally  converge  and  empty  into 
the  right  lymphatic  ducts  on  the  right  side,  and  the  thoracic  duct  on 
the  left.  It  will  be  noted,  therefore,  that  there  are  two  possible 
Avays  in  which  the  glands  at  the  root  of  the  neck  may  be  affected 
in  cancer  of  the  mamma — from  the  axillary  glands,  or  from  those 
in  the  posterior  mediastinum.  The  lymphatics  from  tlie  larynx 
enter  the  deep  cervical  glands,  as  well  as  those  of  the  cesophagus 
and  pharynx. 
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It  will  bo  seen,  therefore,  that  the  glands  of  the  neck  may  bo 
enlarged  from  a  variety  of  causes,  of  wliich  the  following  are  a 
lew : — 

1.  Epithelioma  and  chancre  of  the  lips  and  tongue, 

2.  Cancrum  oris,  charbon,  and  carbuncle  of  lips°and  face. 

3.  Diseases  of  the  nose,  orbit,  mouth,  and  pharynx- 

inflammatory  and  malignant. 

4.  Diseases  of  the  scalp— as  pediculi,  eczema,  impeticro 

contagiosum,  epithelioma,  etc.  ° 

5.  Carbuncle  in  the  occipital  region. 

6.  Secondary  syphilis. 

7.  Chronic  inflammatory  aflections  of  the  tonsils. 

8.  Caries  of  the  teeth. 

0.  Strumous  inflammation. 

10.  Simple  lymphoma,  lymplio-sarcoma,  and  lymphadeuoma, 

and  probably  leucocyth.-emia. 

11.  Otorrhoea. 

12.  Malignant  disease  of  the  laryns,  pharynx,  and  esophagus. 
Wry  Neck— Torticollis,  or  Caput  Obstipum.— Causes— (1)  It 

may  be  congenital,  or  it  may  follow  measles  or  scarlatina.    In  the 
congenital  form,  the  face  on  the  same  side  develops  less  rapidly 
than  on  the  other  side,  the  eye  becomes  oblique,  and  the  cervical 
spine  curved.     (2)  Long- continued  irritation,  as  from  inflamed 
cervical  glands  under  the  sterno-mastoid ;  in  this  case  the  position 
is  taken  up  no  doubt  to  lessen  direct  pressure  on  the  glands,  but 
also  from  reflex  contraction  due  to  the  irritation  of  the  branches 
of  the  cervical  plexus.     (3)  Disease  of  the  cervical  vertebra 
( caries)  and  their  ligaments.    (4)  Traction  from  the  cicatrix  of  a 
burn.    (5)  Clonic  or  tonic  contraction  of  the  sterno-mastoid  and 
trapezius  of  the  same  side,  from  irritation  of  the  spinal  accessory, 
or  it  may  even  be  due  to  contraction  of  the  platysma.  (6)  Paraly.sis 
of  the  opposite  sterno-mastoid.    In  wry  neck  there  is  a  threefold 
displacement  of  the  head— (1)  It  is  di-awn  downwards  towards 
the  sternum;  (2)  it  is  rotated  from  tlie  afl'ected  side,  so  that  the 
chin  points  over  the  opposite  shoulder;  and  (3)  it  is  inclined 
laterally  to  the  affected  side.    As  a  cure  for  some  forms  of  wry 
neck,  it  has  been  proposed  to  stretch  the  spinal  accessory  nerve ; 
but  this  operation  is  hardly  ever  followed  by  any  permanent 


Surgical,  Medical,  and  Operative.  133 


benefit,  and  if  it  is  to  be  interfered  with  at  all,  it  is  better  to  cut 
it  right  tlirougb,  or  even  to  remove  an  inch  or  so  out  of  tbe  trunk 
of  tbe  nerve.  Division  of  the  sterno-mastoid  is  also  practised  for 
the  relief  of  this  deformity. 

To  Stretch  the  Spinal  Accessory  Nerve.— This  nerve  leaves 
the  cranium,  in  the  same  sheath  of  dura  mater  as  the  vagus,  by 
the  jugular  foramen,  and  after  having  passed  through,  is  found 
lying,  with  the  other  divisions  of  the  eighth  pair,  between  the 
internal  jugular  vein  and  the  internal  carotid  artery.  It  then 
passes  downwards  and  backwards  either  in  front  of  or  behind  the 
internal  jugular  vein,  and  appears  below  the  posterior  belly  of  the 
digastric,  and  close  to,  but  below,  the  transverse  process  of  the 
atlas,  and  enters  the  deep  surface  of  the  sterno-mastoid.  The 
great  land-mark  for  this  operation  is  the  prominent  transverse 
process  of  the  first  cervical  vertebra.  In  this  region  it  may  be 
exposed,  and  stretched  or  cut,  by  an  incision  along  the  upper  part 
of  the  anterior  border  of  the  sterno-mastoid,  commencing  an  inch 
below  the  mastoid  process,  and  carried  downwards  for  two  or 
three  inches.  By  dividing  the  superficial  structures,  and  defining 
the  anterior  edge  of  the  sterno-mastoid,  and  then  defining  the 
transverse  process  of  the  first  cervical  vertebra,  the  nerve  will  be 
found  emerging  from  below  the  posterior  belly  of  the  digastric, 
cur-ving  round  the  process  above  indicated,  from  before  backwards 
and  downwards,  and  entering  the  deep  surface  of  the  former 
muscle.  The  incision  must  not  be  carried  too  far  up,  lest  the 
external  jugular  vein  (which  lies  midway  between  the  angle  of 
tlie  jaw  and  the  mastoid  process)  or  the  parotid  gland  be  injured. 
The  nerve  is  also  crossed  by  the  occipital  artery,  probably  also  by 
the  sterno-mastoid  artery. 

Division  of  the  Sterno-Mastoid. — The  nervous  supply  of  this 
muscle  is  in  great  part  the  spinal  accessory  nerve,  but  it  also 
receives  branches  from  the  m:oncl  cervical  nerve  through  the 
cervical  plexus ;  the  second  cervical  communicates  with  the  sj)inal 
accessory,  and  also  with  the  superficial  cervical  and  great  auricular 
branches  of  the  third  cervical  nerve.  Any  irritation  thcroforc 
in  the  region  of  distribution  of  these  nerves,  as  infiamed  glands, 
will  readily  throw  the  stcmo-mastoid  into  contraction  reflexly;  the 
same  thing  wUl  also  occur  in  disease  of  the  upper  three  cervical 
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verteb'ae.     Tlie  part  wlncli  most  frequently  requires  division  is 
the  sternal  head,  but  both  heads  may  be  divided.    In  doin^.  so 
It  IS  well  to  bear  in  mind  the  proximity  of  in.portant  structures, 
p.^r.,  the  internal  jugular  vein,  and  several  veins  passing  to  join 
It,  he  behind  the  muscle,  opposite  the  interval  between  its  two 
heads  and  if  care  be  not  taken  the  operation  may  be  followed 
by  _a  fatal  result;  further,  the  external  jugular  vein  is  often  close 
to  Its  onto,-  border,  and  the  anterior  jugular  at  its  inner.  The 
incision  should  be  made  from  behind  forwards,  close  to  the 
sternum   and  along  the  clavicle,  and  if  this  be  done,  there  is 
little  risk  of  doing  any  damage;  the  tension  of  the  muscle  tends 
to  make  it  project  forwards,  and  away  from  the  carotid  sheath. 
Ihe  following  metJiod  is  that  recommended  by  Erichsen  .—For 
the  slenial  head  make  a  puncture  on  tlie  inner  side  of  the  tendon 
with  a  sharp  scalpel,  and  then  push  a  narrow  director  behind  the 
muscle,  and  after  tliat  pass  an  oi-dinary  tenotome  between  the 
director  and  the  tendon  flatwise,  turn  it  and  then  cut  forwards. 
In  dividing  the  davkular  insertion  make  a  puncture  with  a 
scalpel  upon  and  down  to  the  clavicle  in  the  space  between  the 
two  heads  of  the  muscle,  and  then  push  a  blunt-pointed,  narrow- 
bladed  tenotome  between  that  bone  and  the  insertion  of  the 
muscle,  and  cut  forwards,  or  a  director  may  be  used  as  in  the  last 
case.    In  children  the  muscle  may  also  be  divided  about  its  centre 
by  passing  a  tenotome  behind  the  muscle,  from  without  inwards, 
putting  it  on  the  stretch  and  then  cutting  forwards. 

The  Deep  Fascia  of  the  Neck.— This  is  attached  behind  to 
tlie  spinous  processes  of  the  cervical  vertebraj  It  splits  to  enclose 
the  trapezius  muscle,  and  then  the  two  layers  join  to  form  the  roof 
of  the  posterior  triangle  of  the  neck ;  it  again  splits  to  enclose  the 
stemo-mastoid  and  the  depressor  muscles  of  the  hyoid  bone,  and 
then  unites  across  the  middle  line  with  the  fascia  of  the  opposite 
side.  This  layer  is  attached  —  above,  to  the  base  of  the  lower 
jaw,  the  zygoma,  mastoid  process,  the  superior  curved  line  and 
the  protuberance  of  the  occipital  bone;  below,  to  the  upper  and 
posterior  part  of  the  manubrium  sterni,  clavicle,  acromion  process, 
and  spine  of  scapula.  If  pus  forms  beneath  this  layer,  it  will  in 
all  probability  find  its  way  into  the  anterior  mediastinum,  or  else 
bag  over  the  sternum. 
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From  the  deep  surface  of  this  layer,  as  it  enslieaths  the  sterno- 
mastoid,  a  strong  process  passes  inwards  across  the  neck,  and  forms 
the  carotid  sheath,  and  then  passes  in  front  of  the  pre-vertehral 
muscles,  hut  hehind  the  pharynx  and  oesophagus,  to  unite  with  the 
layer  of  the  opposite  side.    This  part  is  attached  above  to  -various 
points  at  the  hase  of  the  skull,  and  specially  to  the  angle  of  the 
lower  jaw  and  the  styloid  process,  and  the  part  intervening  between 
these  two  points  is  known  as  the  stylo-maxillary  ligament,  which 
separates  the  parotid  from  the  submaxillary  gland.    As  tliis  layer 
passes  down,  it  divides  into  two  parts.    One  is  placed  beneath  the 
depressors  of  the  hyoid  bone,  invests  the  thyroid  body  and  at  the 
sides  is  attached  to  the  first  rib  and  binds  down  the  central  tendon 
of  the  omo-hyoid  muscle  to  that  bone,  while  the  central  part  passes 
down  in  front  of  the  trachea  and  large  vessels  and  becomes  con- 
tinuous with  the  fibrous  pericardium.    The  other  layer  passes  into 
the  thorax  in  front  of  the  pre-vertebral  muscles  but  behind  the 
oesophagus.    If  pus  form  in  front  of  the  former  it  will  most  likely 
find  its  way  into  the  axilla  at  the  side,  or  anterior  mediastinum 
in  front;  if  hehind  it,  it  will  gravitate  towards  the  apex  of  the 
pleura  and  lung  at  the  sides,  or  middle  mediastinum  in  front;  if 
it  form  Uneatli  the  latter  division,  it  will  tend  to  pass  into  the 
posterior  mediastinum. 
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CHAPTER  XXXI. 
THE   UPPER  EXTREMITY. 

The  more  important  points  about  the  surface  Anatomy  have 
already  been  indicated  when  speaking  about  fractures  and  dis- 
ocations.  I  would  only  point  out  the  groove  on  each  side  of 
the  biceps  in  the  upper  arm:  the  outer  one  corresponds  pretty 
closely  ^to  the  course  of  the  cephalic  vein,  and  the  inner  to  the 
brachial  artery  and  the  basilic  vein.  On  tlie  outer  side  the  <.roove 
IS  continued  upwards  between  the  pectoralis  major  and  the  deltoid- 
m  this  part  of  the  groove  we  find  (1)  the  cephalic  vein,  (2)  the 
humeral  branch  of  the  thoracic  axis,  and  (3)  at  its  upper  end  one 
or  two  lymphatic  glands  which  communicate  both  over  and  under 
the  clavicle  with  glands  in  the  base  of  the  posterior  triangle. 

THE  AXILLA. 

In  describing  this  space,  note— (a)  Position. -It  is  a  space 
between  the  upper  part  of  the  arm  and  the  upper  part  of  the  side 
of  the  chest.     (&)  Shape.-In  shape  it  resembles  a  four-sided 
pyramid,  but  the  sides  are  not  equal -the  inner  side  is  much 
larger  than  the  outer,  and  the  posterior  wall  extends  further 
down  than  the  anterior,    (c)  Boundaries.— The  hase  is  formed 
by  the  integuments  and  the  strong  axillary  fascia :  the  a:pe.r  is 
directed  upwards  towards  the  root  of  the  neck,  and  corresponds 
to  an  interval  between  the  first  rib,  clavicle,  and  upper  border 
of  the  scapula,  and  is  triangular  in  shape.     The  ant&rior  wall  is 
formed  by  the  pectoraljs  major  and  minor:  heUind  are  the  sub- 
scapularis,  latissimus  dorsi  and  teres  major:  to  the  inn&r  side,  the 
upper  five  or  six  ribs  with  their  intercostal  muscles,  and  the  \^l^\^Gx 
part  of  scrratus  magnus:  the  oitier        is  formed  by  the  coraco- 
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braclaialis,  sliort  lieaci  of  biceps,  and  head  and  neck  of  Inmierus. 
((Z)  The  Contents: — 

1.  The  axillary  artery  and  its  branches. 

2.  The  axillary  vein  and  its  tributaries. 

3.  The  brachial  plexus  of  nerves  and  its  infra-clavicular 

branches. 

4.  Lymi^hatic  glands,  fat,  and  areolar  tissue. 

5.  Lateral  cutaneous  branches  of  the  upper  three  or  four 

intercostal  nerves. 

6.  !N"erve  of  Bell. 

1.  Glands  of  the  Axilla. — The  lymphatic  glands  of  the  axilla 
are  arranged  in  three  sets — (1)  One  group  lies  along  the  sub- 
scapular artery  in  the  posterior  fold  of  the  axilla.  (2)  Another 
group  accompanies  the  long  thoracic  artery  in  the  anterior  fold 
of  the  axilla.  One  or  more  of  the  glands  of  this  set  will  often 
be  found,  and  sliould  always  be  looked  for,  between  the  two 
pectorals.  (3)  A  third  set  is  placed  along  the  axillary  artery, 
extending  up  into  the  neck  beneath  the  clavicle  to  join  the 
cervical  glands.  The  posterior  group  receives  lymphatics  from  the 
side  of  the  chest  and  back;  the  anterior  group,  from  the  front 
of  the  chest  and  mamma;  while  those  placed  along  the  axillary 
vessels  receive  the  lymphatics  from  the  fore-arm  and  hand,  and 
upper  limb  generally.  A  knowledge  of  these  facts  is  of  practical 
value,  because  disease  in  the  parts  from  Avhich  the  lymphatic 
vessels  come  will  point  to  the  group  of  glands  likely  to  be 
affected;  thus,  in  disease  of  the  mamma  {e.g.,  cancer)  the  anterior 
group  will  be  enlarged,  and  in  a  poisoned  wound  of  the  hand  tlic 
group  along  the  axillary  artery  will  be  affected,  and  so  on.  The 
rest  of  the  lymphatic  glands  of  the  upper  extremity  are  few  and 
small,  but  there  are  usually  one  or  two  a  little  above  the  internal 
condyle,  near  the  basilic  vein,  wliich  are  enlarged  in  syphilis  and 
septic  wounds  of  the  fingers  and  hand.  A  few  glands  arc  also 
placed  immediately  beneath  the  clavicle,  forming  a  connecting 
link  between  the  cervical  and  the  axillary  glands.  Mr  Bell 
used  to  teach  us  that,  clinically,  the  glands  about  the  axilla  should 
be  classified  into  those  (a)  above  the  deep  fascia,  and  those 
below  it.    In  the  former  case  the  patient,  when  the  glands  are 
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inflamed,  can  readily  abduct  his  arm,  but  in  tlie  latter  lie  is 
unable  either  to  abduct  it  actively  or  allow  it  to  be  abducted  by 
the  Surgeon. 

According  to  Dr  Creighton  there  is  a  special  series  of  sweat 
glands,  more  or  less  developed  below  the  skin  of  the  axilla,  which 
corresponds  to  a  conglobate  form  of  gland  found  in  one  of  the 
lowest  mammalians;  the  glands  have  a  basement  membrane  of 
non- striped  muscular  tissue,  upon  which  the  cells  are  seated. 
They  lie  between  the  skin  and  the  axillary  fascia,  sometimes 
extending  to  the  lateral  and  anterior  part  of  the  chest  wall;  they 
may  be  regarded  as  belated  survivals,  and  are  subject  to  all  the 
risks,  as  regards  malignant  disease,  of  such  survivals  or  rudiments. 
Somewhat  similar  glands  are  also  found  in  the  areola  round  the 
nipple.  IMalignant  disease  may  arise  in  these  glands  and  have 
no  connection,  in  the  first  instance,  either  with  the  breast  or  the 
axillary  lymphatic  glands ;  it  is  possible  that  the  cases  known  as 
"  alveolar  sarcoma,  or  "  duct  cancer  of  the  breast,"  may  be  malig- 
nant disease  of  these  glands.  So  also  the  eczema  of  the  nipple 
that  often  precedes  malignant  disease  of  the  breast.  When  such 
growths  ulcerate  they  resemble  rodent  ulcer  (Sir  Spbnoer  Wells). 

2.  Abscess  in  the  Axilla.— If  pus  forms  in  the  axilla,  it  will 
be  unable  to  make  its  way  to  the  surface  through  the  base  of  the 
space  on  account  of  the  strong  axillary  fascia  which  is  found  in  this 
region ;  it  cannot  pass  back  because  of  the  serratus  magnus  and 
the  fascia  covering  it,  nor  forAvards  because  of  the  strong  clavi- 
pectoral  fascia  and  pectoral  muscles,  nor  in-wards  because  of  the 
chest  wall;  it  will  therefore  rather  burrow  up  towards  its  apex,  as 
there  is  least  resistance  in  this  direction,  and  point  in  the  neck, 
or  may  sometimes  open  into  the  pleura  and  apex  of  lung  or  pass 
into  the  medastina.  The  necessity,  therefore,  of  making  an  early 
and  free  incision  for  its  evacuation  is  evident.  Abscess  between 
the  pectoral  muscles  is  shut  out  from  the  axilla  by  the  costo- 
coracoid  membrane  and  fascia  enclosing  the  lesser  pectoral,  and 
will,  therefore,  tend  to  point  at  the  anterior  edge  of  the  axilla, 
where  it  should  be  opened  by  "  Hilton's  method." 

3.  The  Relation  of  the  Contents  of  the  Axilla  to  its  Walls.— 
In  the  outer  wall  are  the  large  axillary  vessels  and  nerves ;  in 
the  anterior  wall  there  is  a  large  vessel — the  long  thoracic  artery; 
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iu  the  posterior  wall  there  is  also  a  large  vessel — the  subscapular 
artery;  and  iu  the  inner  wall  Ave  find  the  nerve  of  Bell  and  the 
superior  thoracic  artery,  but  the  artery  is  small  and  placed  high 
up.  In  making  incisions,  therefore,  into  the  axilla,  as  for  the 
evacuation  of  pus,  the  operator  must  cut  iowards  the  inner  wall 
iu  order  to  avoid  the  important  structures  in  relation  to  the  other 
walls  of  the  space,  or  else  use  Hilton's  method. 

4.  Pressure  on  the  Nerves  and  Vessels  of  the  Axilla.^ — Pressure 
on  the  brachial  plexus,  as  from  a  tumour  in  the  axilla,  or  in  sub- 
glenoid dislocation  of  the  humerus,  will  cause  a  severe  numb  pain 
to  be  felt  in  the  hand  and  arm.  The  pressure  on  the  artery  may 
arrest  the  radial  pulse,  and  pressure  on  the  main  vein  will  cause 
oedema  of  the  hand  and  arm.  When  the  group  of  glands  along 
the  axillary  vessels  are  enlarged,  as  in  poisoned  wounds  of  the 
hand,  or  in  cancerous  tumours  of  the  breast,  the  vein  suffers  most, 
as  the  glands  are  nearer  it  and  its  walls  are  thin;  oedema  of  the 
hand  and  arm,  therefore,  in  cancerous  tumours  of  the  breast  is  a 
gi-ave  symptom,  as  it  shows  that  the  disease  has  passed  through 
the  anterior  set  of  glands  and  involved  the  deejper  set  along  the 
main  vessels,  passing  up  towards  the  supra-clavicular  glands.  As 
cancer  always  grows  toioards  the  best  blood  supply,  in  the  case 
of  the  breast,  it  stretches  along  the  lymphatics  and  vessels  in  the 
anterior  fold  of  the  axilla  forming  a  tail-lil>e  growth.  The  pressure 
of  a  crutch,  the  pressure  of  an  axillary  pad  in  fracture  of  the 
clavicle,  and  the  pressure  caused  by  the  arm  hanging  over  the 
back  of  a  chair  (as  in  drunk  persons),  may  also  partially  paralyse 
one  or  more  branches  of  the  axillary  plexus. 

THE  BRACHIAL  PLEXUS. 

The  Brachial  Plexus  is  formed  by  the  anterior  primary  divi- 
sions of  the  fifth,  sixth,  seventh,  and  ciglith  cervical  nerves,  and 
half  of  the  first  dorsal ;  it  also  receives  a  branch  from  the  fourth 
cervical  nerve.  They  lie  in  grooves  on  the  ujiper  surface  of  the 
transverse  processes  of  the  cervical  vertebras,  and  appear  in  tlio 
neck  between  the  scalenus  anticus  and  the  scalenus  njcdius 
muscles ;  here  they  lie  in  the  posterior  triangle  of  the  neck 
(clavicular  part),  and  they  then  pass  between  the  clavicle  and 
the  first  rib  into  the  axilla  as  far  as  the  coracoid  process,  or  the 
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insertion  of  tlie  pectoralis  minor,  wliere  it  forms  its  three  cords. 
The  three  cords  are  formed  thus:— The  fifth  and  sixth  unite  to 
form  a  single  trunk;  the  seventh  passes  down  alone;  the  eighth 
cervical  and  the  first  dorsal  unite  to  form  another  trunk.  The 
three  cords  formed  in  this  manner  then  divide  each  into  an 
anterior  and  posterior  branch;  the  anterior  branches  of  the  upper 
and  middle  join  to  form  the  outer  cord;  the  anterior  branch  of 
the  lower  forms  the  innar  cord,  while  tlie  posterior  branches  all 
unite  to  form  the  postenor  cord.  Its  branches  are  divided  into 
(a)  supra-clavicular,  and  (ft)  infra-clavicular. 

The  Supra-Clavicular  branches  are:  — (1)  Communicating  to 
the  phrenic  (from  the  fifth);  it  joins  the  phrenic  on  the  scalenus 
anticus.  (2)  ^^erve  to  rhomboids  (from  fifth).  (3)  jS'erve  of  Bell, 
by  two  heads  (from  the  fifth  and  sixth).  (4)  The  supra-scapular, 
from  the  posterior  part  of  the  cord  formed  by  the  fifth  and  sixtli.  ■> 
(5)  Nerve  to  the  subclavius,  from  the  anterior  part  of  the  cord 
formed  by  the  fifth  and  sixth,  and  which  passes  down,  in  front  of 
the  third  part  of  the  subclavian,  to  the  muscle. 

The  Infra-Clavicular  branches  are: — 
From  the  outer  cord — 

(1)  External  anterior  thoracic. 

(2)  Oiiter  head  of  median. 

(3)  Musculo-cutaneous  (perforans  Casserli). 
From  the  inner  cord — 

(1)  Internal  anterior  thoracic. 

(2)  Inner  head  of  median 

(3)  Ulnar. 

(4)  Internal  cutaneous, 

(5)  Lesser  internal  cutaneous  (nerve  of  "Wmsberg). 

The  nerve  of  AVrisberg  is  joined  by  the  intercosto-humcral 
nerve — which  is  the  undivided  lateral  cutaneous  branch  of  the 
second  intercostal,  usually;  occasionally,  however,  there  is  some- 
times an  intercosto-humepl  nerve  from  the  third  intercostal. 
From  the  posterior  cord — 

(1)  Muscido-s2)iral. 

(2)  Circumflex. 

(3)  The  three  subscapular  nerves. 
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The  Costo-Coracoid  Membrane. — This  is  a  process  of  the 
deep  cervical  fascia  situated  under  the  clavicular  head  of  the  great 
pectoral;  externally  it  is  attached  to  the  coracoid  process  of  the 
scapula,  internally  to  the  first  rib,  and  between  these  two  points 
to  the  under  surface  of  the  clavicle,  in  a  double  fold,  one  in 
front  and  one  behind,  forming  the  sheath  of  the  subclavius  muscle. 
Immediately  below  the  subclavius  it  thins  considerably,  forming  a 
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crescentic  margin,  which  is  sometimes  called  the  "  costo-coracoid 
ligament."  The  fascia  is  continuous — above,  with  the  deep  cervi- 
cal fascia ;  on  the  nnder  surface,  with  the  sheath  of  the  axillary 
ve.ssels ;  and  below,  it  joins  the  sheath  of  the  pectoralis  minor 
(Fig.  153).  It  encloses  the  snbclavius  muscle,  and  the  following 
structures  pierce  it:— (1)  The  cephalic  vein;  (2)  the  external 
anterior  thoracic  nerve;  (3)  the  thoracic  axis,  or  the  acromio- 
tlioracic  artery ;  (4)  the  superior  tlioracic  artery  (if  present) ;  and 
(5)  corresponding  veins. 
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The  Axillary  Fascia.— This  is  a  dense  sheet  of  fascia  forming 
the  floor  or  base  of  the  axilla.  It  becomes  continuous  on  the 
inner  side  Avith  the  fascia  over  the  serratus  magnus;  at  the  outer 
side  it  is  continuous  with  the  deep  fascia  of  the  arm,  and  receives 
fibres  from  the  tendons  of  the  latissimus  dorsi  and  teres  major; 
it  also  becomes  continuous  with  the  deep  fascia  ensheathing  the 
nmscles  forming  the  anterior  and  posterior  walls  of  the  Txilla. 
In  this  way  a  strong  fascial  chamber  is  formed,  open  only  at  the 
upper  part  of  the  root  of  the  neck.  In  operations  in  the  axilla 
care  must  be  taken  to  prevent  the  entrance  of  air  into  the  large 
axillary  vein.  This  is  apt  to  take  place— first,  because  of  its  posi- 
tion so  close  to  the  chest,  and  therefore  subject  to  the  aspirating 
power  of  that  cavity  during  inspiration ;  and,  secondly,  because  it 
is  surrounded  and  held  open  by  the  dense  fascia  of  this  region. 

THE  BEND  OF  THE  ELBOW. 

The  Triangle  in  Front  of  the  Elbow  Joint  (anUmlital  fossa). 
—This  space  is  bounded— on  the  outer  side,  by  the  supinator 
longus;  on  the  inner  side,  by  the  pronator  radii  teres;  the  base 
is  an  imaginary  line  drawn  across  the  arm  at  the  level  of  the 
condyles;  the  apex  is  the  meeting  of  the  supinator  longus  and 
the  pronator  radii  teres.  The  roof  is  formed  by  the  skin,  the 
superficial  and  deep  fascia,  cutaneous  nerves,  median  cephalic  and 
median  basilic  veins;  the  floor  is  formed  by  the  supinator  brevis 
and  the  tendon  of  inserticm  of  the  brachialis  anticus. 

The  Contents,  from  within  outwards,  are: — (1)  The  median 
nerve.  (2)  The  brachial  artery,  with  its  vena;  comites;  the  artery 
in  tliis  space  divides  into  its  radial  and  ulnar  branches.  (3)  The 
tendon  of  the  biceps.  (4)  By  pulling  the  supinator  longus  outwards 
a  little,  the  musculo-spiral  nerve  will  be  seen  dividing  into  radial 
and  posterior  interosseous,  and  "also  the  anastomoses  between  the 
radial  recurrent  and  superior  profunda;  and  by  displacing  the 
pronator  radii  teres  a  little  inwards,  the  anastomoses  between  the 
anterior  ulnar  recurrent,  inferior  profunda,  and  anastomotica. 

The  bursa  over  the  olecranon  process  is  very  apt  to  be  injured 
by  falls  or  blows,  in  workmen  especially,  and  very  frequently  the 
little  sac  is  opened;  in  this  way  septic  matter  gets  in  through  tlio 
small  opening,  gives  rise  to  a  septic  spreading  inflammation  and 
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pus  formation,  but  the  pus  and  otlier  matters  cannot  escape,'  as  the 
opening  is  too  small,  and  it  also  tends  to  become  sealed  up.  In 
this  way  an  appearance,  very  like  that  of  erysipelas,  is  produced, 
the  entire  region  about  the  elbow  being  of  a  bright  red  colour  and 
very  tender  to  pressure;  the  edge  of  the  redness  is  rarely,  however, 
so  sharply  defined  as  in  erysipelas. 

The  Treatment  is  to  lay  the  bursa  completely  open  and  apply 
an  antiseptic  fomentation  and  keep  the  arm  at  rest. 

Veins  at  the  Bend  of  the  Elbow  (Fig.  154). — Passing  up  the 
centre  of  the  fore-arm  is  the  median  vein,  which,  when  it  reaches 
the  hollow  in  front  of  the  elbow  joint,  divides  into  the  median 
-basilic  and  the  median  cephalic  veins.  The  median  cephalic  is 
joined  by  the  radial  vein,  then  passes  up  the  arm  as  the  cephalic 
vein,  and  empties  itself  into  the  axillary  vein.  The  median  basilic 
is  joined'  by  the  anterior  and  posterior  ulnar  veins,  then  passes 
upwards  as  the  basilic  vein,  and  about  the  middle  of  the  arm 
pierces  the  deep  fascia,  and  is  joined  by  the  ven^  comites  of  the 
brachial  artery,  and  is  then  known  as  the  axillary  vein.  The 
posterior  ulnar  begins  at  the  inner  border  of  the  hand  and  vein 
of  the  little  finger — "vena  salvutella."  At  the  bend  of  the 
elbow  the  median  basUic  vein  overlies  the  brachial  artery,  but 
is  separated  from  it  by  the  semi-lunar  or  bicipital  fascia,  and  the 
internal  cutaneous  nerve  passes  over  or  under  it,  while  the  external 
cutaneous  passes  under  the  median  cephalic. 

Venesection  at  the  Bend  of  the  Elbow. — Either  of  these 
(median  cephalic  or  median  basilic)  may  be  opened.  The  median 
basilic  is  the  larger,  and  more  easily  compressed  and  fixed,  because 
it  has  the  firm  bicipital  fascia  behind  it,  and  it  is  also  more 
superficial  than  the  median  cephalic;  its  great  disadvantage  is 
that  it  lies  just  over  the  brachial  artery,  so  that  if  the  operation 
be  performed  carelessly,  or  if  the  ^batient  start  during  the  entering 
of  the  lancet,  it  rmay  pass  through  the  vein  and  fascia  into  the 
artery  beyond.  The  median  cephalic  is  not  quite  so  largo,  although 
it  is  large. enough  to  afford  a  good  stream  of  blood,  but  it  is 
separated  by  a  considerable  interval  from  the  brachial  artery. 

Instruments  required.— A  yard  of  broad  tape,  a  lancet,  a 
cylindrical  piece  of  wood  for  the  patient  to  grasp  in  his  hand, 
a  vessel  to  catch  the  blood,  and  dressings. 
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Fig.  154. 

Veins  at  the  Bend  of  the  Elbow-Right  Side. 
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Operation. — Whichever  vein  be  chosen,  the  steps  of  the  opera- 
tion are  practically  the  same — (1)  A  bandage  is  tied  round  the 
arm  above  the  point  where  the  vein  is  to  be  opened,  to  make  it 
"  rise,"  but  must  not  be  drawn  too  tightly  lest  the  flow  through  the 
brachial  artery  also  be  checked  (Fig.  155).  (2)  The  thumb  of  the 
Surgeon's  left  hand  is  then  drawn  upwards  over  the  course  of  the 
vein  for  a  little  way,  and  firmly  pressed  Upon  it,  just  below  the  point 
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Fig.  155. 
Venesection. 
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where  it  is  to  be  opened,  in  order  to  steady  it,  and  also  to  fill  the 
vein  tightly  between  the  bandage  and  the  thumb.  (3)  The  point 
of  the  lancet  is  then  pushed  into  the  vein  and  made  to  cut  an 
oblique  opening — because  if  longitudinal  the  flow  is  too  meagre, 
and  if  transverse  the  vein  might  be  completely  divided — taking 
care  that  the  opening  in  the  skin  is  larger  than  that  in  the 
vein,  lest  blood  escape  into  the  cellular  tissue  and  give  rise  to 
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"thrombus."  If  tlie  flow  be  sluggish,  the  patient  should  move 
his  fingers  whUe  he  grasps  something  firm  in  his  hand,  so  as 
to  compress  the  deep  veins  and  cause  the  blood  to  flow  into 
tlie  superficial  set  through  the  profunda  communication.  Wlien 
enough  blood  has  been  extracted,  place  the  thumb  over  the  wound, 
and  remove  the  bandage  or  "fillet,"  bend  the  arm  and  apply  a 
compress  of  lint,  and  fix  it  by  a  figure-of-eight  bandage  and  slmg 
the  arm. 

If  the  artery  be  punctured  during  tlie  operation,  this  injury 
will  be  manifested  by  (1)  the  blood  being  redder  than  it  should 
be,  (2)  that  it  escapes  in  jerks,  and  (3)  pressure  on  the  vein  below 
tlie  opening  does  not  stop  the  bleeding.  The  results  of  such  an 
accident  are  various :  it  may  lead  to— (1)  A  False  Aneurism,  that 
is,  the  blood  poured  from  the  artery  may  be  enclosed  in  a  sac, 
not  formed  by  the  coats  of  the  vessels  as  in  true  aneurisms,  but  by 
the  surrounding  tissues.  (2)  It  may  lead  to  an  Aneurismal  Varix, 
that  is,  when  the  wounded  artery  and  vein  adhere  at  the  wounded 
point,  and  jets  of  blood  are  driven  into  the  vein  from  the  artery, 
dilating  it,  and  causing  incompetency  of  its  valves,  and  leading 
to  a  varicose  state  of  the  veins  in  the  neighbourhood.  (3)  It  may 
lead  to  a  Varicose  Aneurism,  that  is,  an  aneurism  the  sac  of  which 
communicates  with  both  artery  and  vein,  and  blood  from  the  artery 
is  projected  into  the  vein  tlirough  the  sac  of  the  aneurism.  Otlier 
risks  of  this  operation  are  (4)  septic  lymphangitis  from  the  use  of 
a  dirty  lancet ;  (.^)  sometimes  a  very  painful  neuralgic  condition 
results,  probably  from  the  cutaneous  nerve  of  the  corresponding 
side  being  involved;  and,  (6)  less  frequently,  "bent  arm"  results^ 
probably  from  some  injury  to  the  cutaneous  filaments  of  the 
musculo -cutaneous,  setting  up  u-ritation  and  causing  reflex  con- 
traction of  the  biceps  and  brachiaUs  anticus  (Hilton). 

The  Lowest  Lymphatic  Gland  of  the  upper  extremity  is  placed 
a  little  above  the  internal  condyle,  towards  the  anterior  aspect  of 
the  arm.  It  very  frequently  inflames  and  suppm-ates  as  a  result 
of  poisoned  wounds  of  the  inner  part  of  the  hand  and  the  inner 
fingers,  as  it  arrests  the  poison  {ptomiiive)  before  it  reaches  the 
axillary  glands.  It  is  also  very  constantly  enlarged  during  tlie 
secondary  stage  of  acquired  syphilis,  and  forms  a  readily  accessible 
aid  to  diagnosis. 
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Synovial  Membranes  of  the  Wrist. — These  &xe  five  in  number 
— (1)  The  membrana  sacciformis,  which  lines  the  lower  end  of  the 
ulna,  the  sigmoid  cavity  of  the  radius,  and  the  upper  surface  of 
the  triaugular  fibro-cartilage.  (2)  The  second  lines  the  wrist  joint 
proper — i.e.,  the  end  of  the  radius  and  the  triangular  fibro-cartilage 
above,  and  the  scaphoid,  semi-lunar,  and  cuneiform  bones  below. 
(.3)  The  third  is  the  most  extensive ;  it  covers  the  contiguous 
surfaces  of  the  two  rows  of  carpal  bones,  and,  passing  between  the 
bones  of  the  second  row,  lines  the  carpal  ends  of  the  four  inner 
metacarpal  bones.  (4)  The  fourth  lies  between  the  trapezium 
and  metacarpal  bone  of  the  thumb.  (-5)  The  fifth  is  between  the 
pisiform  and  the  cuneiform  bones.  We  see,  therefore,  that  one 
synovial  membrane  (the  third)  does  for  all  the  carpal  bones  except 
the  pisiform,  and  also  for  all  the  metacarpal  bones  except  the  first 
(that  of  the  thumb). 

Tlie -Musculo-Spiral  Nerve. — This  nerve  arises  from  the  posterior 
cord  of  the  brachial  plexus,  lying  at  first  behind  the  third  part  of 
the  axillary  and  upper  part  of  the  brachial  artery,  passing  in  front 
of  the  tendons  of  the  latissimus  dorsi  and  teres  major;  it  then 
winds  round  the  humerus  in  the  musculo-spiral  groove  with  the 
superior  profunda  artery,  passing  from  the  inner  to  the  outer  side 
of  the  bone,  between  the  internal  and  external  heads  of  the  triceps. 
It  pierces  the  external  inter-muscular  septum,  and  descends  between 
the  brachialis  anticus  and  the  supinator  longus  to  the  front  of  the 
external  condyle,  where  it  divides  into  posterior  interosseous  and 
radial  nerves.  The  Muscles  supplied  by  this  nerve  are — (1)  The 
triceps — the  twig  to  the  inner  head  is  a  long,  slender  filament, 
which  lies  close  to  the  ulnar  nerve  as  far  as  the  lower  third  of 
the  arm;  (2)  the  anconeus — a  long,  slender  filament  which  tunnels 
the  substance  of  tlie  triceps  to  reach  the  anconeus ;  (.3)  a  branch 
to  the  brachialis  anticus ;  (4)  the  supinator  longus ;  and  (5)  the 
extensor  carpi  radialis  longior.  To  Expose  this  Nerve,  for  the 
purposes  of  stretching,  the  edge  of  the  supinator  longus  is  used  as 
the  guide,  and  the  nerve  reached  as  it  lies  between  that  muscle  and 
the  brachialis  anticus.  We  simply  cut  through  the  skin,  superficial 
fascia,  and  fatty  tissue ;  define  the  edge  of  the  supinator  longus, 
cut  through  the  deep  fascia,  and  find  the  nerve  lying  on  the 
brachialis  anticus. 
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The  Median  Nerve.— This  nerve  arises  by  two  roots,  one  from 
the  outer  and  the  other  from  the  inner  cord  of  the  brachial  plexus, 
which  join  either  in  front  or  to  the  outer  side  of  the  axillary 
artery.     It  then  lies  to  the  outer  side  of  the  third  part  of  the 
axillary  and  the  upper  part  of  the  brachial ;  it  then  crosses  the 
brachial  very  obliquely,  and  lies  on  its  inner  side,  at  the  bend 
of  the  elbow,  beneath  the  bicipital  fascia.    It  enters  the  fore-arm 
by  passing  between  the  two  heads  of  the  pronator  radii  teres, 
lies  on  the  flexor  profundus,  covered  by  the  flexor  sublimis,  to 
within  two  inclies  of  the  wrist  joint,  wliere  it  becomes  more 
superficial,  lying  between  the  tendons  of  the  flexor  sublimis  and 
the  flexor  carpi  radialis,  beneath,  or  rather  to  the  ulnar  side  of,  the 
tendon  of  the  paluiaris  longus.    Tliis  nerve  supplies  directly  four 
muscles  in  the  fore-arm— the  pronator  radii  teres,  tlie  flexor  carpi 
radialis,  the  palraaris  longus,  and  the  flexor  sublimis  digitorum  : 
by  its  anterior  interusxeus  branch  it  supplies  the  flexor  longus 
pollicis,  the  pronator  quadratus,  and  part  of  the  flexor  profundus. 
In  the  hand  it  supplies  the  abductor  poUicis,  the  opponens  pollicis, 
half  of  the  flexor  brevis  pollicis,  and  the  two  outer  lumbricales — 
the  first  and  second.     To  Expose  this  Nerve,  for  the  purposes 
of  stretching,  make  a  short  median  incision  just  to  the  ulnar  side 
of  the  palmaris  longus,  the  tendon  of  this  muscle  being  used  as 
tlie  guide  to  the  nerve.    The  only  structures  divided  are  the  skin 
and  superficial  and  deep  fascia. 

Results  of  Paralysis.— (1)  Loss  of  the  power  of  flexion  in  the 
second  phalanges  of  all  the  fingers,  and  in  the  third  phalanges 
of  the  index  and  middle  fingers;  (2)  the  thumb  is  extended  and 
adducted,  and  can  neither  be  flexed  nor  opposed;  and  (3)  pronation 
is  lost  entirely.  On  account,  however,  of  the  activity  of  the  ulnar 
nerve,  we  find— (1)  The  power  of  partial  flexion  of  the  ring  and 
little  fingers  at  the  third  phalanges,  through  the  ulnar  lialf  of  the 
flexor  profundus ;  (2)  the  power  of  flexing  of  the  first  phalanges, 
and  extending  the  other  two  through  the  interossei;  and  (3)  the 
power  of  flexing  the  wrist  at  the  ulnar  side  by  the  flexor  carpi 
ulnaris,  best  seen  when  the  hand  is  adducted. 

The  Ulnar  Nerve. — It  arises  from  the  inner  cord  of  the  brachial 
plexus,  and  lies  to  the  inner  side  of  the  axillary  and  brachial 
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arteiies  \  about  the  middle  of  the  arm  it  leaves  the  brachial  artery, 
and  runs  obliquely  across  the  internal  head  of  the  triceps,  pierces 
the  internal  intermuscular  septum,  and  descends  to  the  groove 
between  the  internal  condyle  of  the  humerus  and  the  olecranon 
process  of  the  ulna,  accompanied  by  the  inferior  profunda  artery. 
It  enters  the  fore-arm  by  passing  between  the  two  heads  of  the 
flexor  carjai  ulnaris,  passes  straight  down,  lying  upon  the  flexor 
profundus  digitorum,  and  covered  by  the  flexor  carpi  ulnaris ; 
for  the  lower  tAvo  thirds  of  its  course  it  lies  to  the  inner  side  of 
the  ulnar  artery,  and  between  the  tendons  of  the  flexor  sublimis 
and  the  flexor  carpi  ulnaris,  and  at  the  wrist  crosses  the  annular 
ligament,  and  enters  the  palm.  The  guide  for  this  nerve  is  the 
pisiform  bone  and  the  tendon  of  the  flexor  carpi  ulnaris ;  it  lies 
immediately  to  the  outer  or  radial  side  of  these  structures.  This 
nerve  supplies  the  elbow  and  wrist  joints,  and  the  following 
muscles — in  the  fore-arm,  the  flexor  carpi  ulnaris  and  the  inner 
half  of  the  flexor  profundus;  in  the  hand,  the  palmaris  brevis,  all 
the  intrinsic  muscles  of  the  little  finger,  all  the  dorsal  and  palmar 
interossei,  the  third  and  fourth  lumbricales  muscles,  the  adductor 
pollicis,  and  the  iuner  head  of  the  flexor  brevis  pollicis. 

Results  of  Paralysis.  —  (1)  Impaired  flexion  of  the  ring  and 
little  fingers;  (2)  impaired  ulnar  flexion  of  the  wrist;  (3)  the  action 
of  the  interossei  and  of  the  two  inner  lumbricales  lost;  and  (4)  the 
thumb  cannot  bo  adducted,  and  the  action  of  the  flexor  brevis  is 
impaired. 

The  Sheaths  of  the  Flexor  Tendons. — When  erysipelatous 
inflammation  attacks  the  sheaths  of  the  flexor  tendons  in  the 
fingers  (whitloAv),  or  more  frequently  in  the  case  of  septic  wounds, 
there  is  great  pain,  owing  to  the  resistant  nature  of  tlie  structures 
attacked,  and  consequent  tension,  and  it  is  at  the  same  time 
fraught  with  danger  to  the  utility  of  the  finger  or  hand.  Pus 
forms  very  rapidly,  and  finds  its  Avay  up  the  synovial  alieaths  of 
the  flexor  tendons  to  the  hand  and  common  synovial  sheath  under 
the  anterior  annular  ligament ;  and,  if  the  disease  be  not  checked 
by  timely  interference,  the  sheaths  and  tendons  are  rapidly  de- 
stroyed, the  joints  of  the  fingers  injured,  and  the  phalanges  may 
oven  necrose  or  the  finger  become  gangrenous,  and  tlic  erysipelatous 
inflammation  extend  up  the  fore-arm.    Suppuration  occurring  in 
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the  sheaths  of  the  tendons  of  the  little  finger,  or  thumb,  is  far  more 
likely  to  involve  the  common  sheath  under  the  auteiior  annular 
ligament  than  when  it  occurs  in  any  of  the  other  fingers ;  this  is 
because  the  synovial  sheaths  of  the  flexor  tendons  of  the  thumb 
and  the  little  finger  communicate  directly  with  the  common  sheatli, 
while  those  of  the  three  other  fingers  do  not;  but  in  no  case, 
however,  is  the  distance  between  the  common  sheath  and  the 
synovial  sheaths  of  the  flexor  tendons  great— usually  about  a 
quarter  of  an  inch.    To  chock  the  spread  of  the  inflammation  and 
relieve  the  tension,  it  is  advisable  either  to  foment  the  finger  Avith 
warm  water,  or  make  an  early  and  free  longitudinal  incision  into 
the  finger,  and  if  the  pus  has  formed  icHMn  the  sheaths,  make  an 
incision  down  to  the  bone  at  once,  or,  in  the  case  of  septic  wounds, 
immerse  the  whole  hand  in  a  warm  boracic  acid  bath.     If  pus 
form  or  accumulate  in  the  common  synovial  membrane  under  the 
anterior  annular  ligament,  the  appearance  presented  is  peculiar — 
there  is  a  sM-elliug  in  tlie  palm  and  another  in  the  lower  i)art  of 
the  fore-arm,  with  a  constriction  between,  caused  by  the  annular 
ligament.    In  opening  a  palmar  abscess,  always  cut  on  a  meta- 
carpal bone  parallel  with  its  long  axis,  and  towards  its  head, 
to  avoid  the  digital  nerves  and  vessels.     Also  avoid  going  too 
near  the  root  of  the  thumb  lest  the  superficial  palmar  arch  be 
injured. 

The  Anterior  Annular  Ligament.  —  Passing  beneath  this 
structure,  and  enveloped  by  a  common  synovial  .sheath,  we  find — 
(1)  The  tendons  of  the  flexor  .sublimis ;  (2)  the  tendons  of  the 
flexor  profundus;  (3)  the  tendon  of  the  flexor  longus  polUcis;  and 
(4)  the  median  nerve.  The  tendon  of  the  poUicis,  however,  has 
usually  a  synovial  .sheath  to  itself.  Passing  over  the  ligament, 
M-c  find— (1)  The  tendon  of  the  palmaris  longus,  (2)  ulnar  vessels, 
(3)  idnar  nerve,  and  (4)  cutaneous  twigs  of  the  ulnar  and  median 
nerves  to  the  palm.  Passing  through  its  substance  is  the  tendon 
of  the  flexor  carpi  radialis  (Fig.  1.56). 

The  Posterior  Annular  Ligament  has  six  compartments,  cor- 
responding with  grooves  on  the  bones.  The  first,  on  the  outer 
side  of  the  styloid  process  of  the  radius,  transmits  the  tendons  of 
the  extensor  ossis  metacurpi  poUicis  and  extensor  primi  internodii 
poUicis ;  the  second  transmits  the  tendons  of  the  extensores  carpi 
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radialis  longior  et  brevior;  the  tliird  is  oblique,  and  transmits  the 
tendon  of  the  extensor  secundi  internodii  pollicis ;  the  fourth,  the 
tendons  of  the  extensor  communis  digitorum  and  the  extensor 
indicis ;  the  fifth  is  placed  between  the  bones,  and  transmits  the 
tendon  of  the  extensor  minimi  digiti ;  and  the  sixth,  on  the  back 
of  the  styloid  process  of  the  ulna,  transmits  the  tendon  of  the 
extensor  carpi  ulnaris  (Fig.  156). 


Fig.  156. 
Section  of  the  Wrist. 
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Whitlow  is  usually  defined  as  an  erysipelatous  inflammation 
of  the  finger;  it  is  no  doubt  usually  septic  in  its  character.'  The 
Varieties  usually  enumerated  are  : — 

1.  Mere  inflammation  of  the  cutaneous  structures  about  the  root 

of  nail,  with  usually  a  drop  of  pus  beneath,  the  cutis. 

2.  In  the  fibrous  tissue  of  the  pulp,  which  is  apt  to  spread  to 

the  periosteum  and  cause  necrosis  of  the  terminal  phalanx, 
from  interference  with  the  blood  sujiply,  and  the  absence 
of  the  tendon  sheath. 

3.  I7i  the  sheath  of  the  tendon  or  "  true  thecal  abscess."  Mr 

Duncan,  however,  teaches  that  this  variety  is,  in  all 
probability,  non-existent  as  a  primary  aflection,  though  it 
may  spread  from  the  soft  tissues  or  from  the  bone,  and 
involve  the  sheath  secondarily. 
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A  slight  variation  of  this  classification  would  probably  be  more 
correct,  thus : —  x         j  - 

1.  The  superficial  form,  between  the  two  layers  of  skin  or  round 

the  root  of  the  nail. 

2.  In  the  cellular  tissue,  from  a  poisoned  wound,  and  in  some 

cases  idiopathically. 

3.  Under  the  periosteum,  usually  only  of  the  terminal  phalanx, 

and  leading  to  necrosis  of  part  of  phalanx. 
{a)  As  a  primary  "  acute  necrosis." 
ij))  Secondary  to  tLe  cellular  tissue  whitlow. 

4.  In  the  sheath  of  the  tendon— 

(rt)  As  a  result  of  tension  and  burrowing,  because  not 
opened  sufficiently  early. 

{h)  Caused  by  the  Surgeon  opening  the  sheath  of  the 
tendon  when  incising  a  cellular  tissue  whitlow.  This 
infects  the  synovial  sheath  with  septic  material,  and 
the  usual  results  are— spread  of  the  inflammation, 
sloughing  of  the  tendons,  and  a  useless  finger.  It 
is  unnecessary,  and  even  harmful  in  such  cases,  to 
"cut  down  to  the  bone." 

In  opening  a  Whitlow,  two  things  must  be  attended  to— 
(1)  To  have  something  firm  (wood  or  stone)  behind  the  patient's 
hand;  in  this  way  the  hand  cannot  descend  from  the  knife,  it  can 
only  be  drawn  back.    (2)  Cut  with  the  edge  of  the  knife  directed 
towards  the  tip  of  the  finger,  so  that,  as  the  hand  can  only  be 
pulled  back  and  not  depressed,  the  incision  will  be  enlarged  in  the 
proper  direction,  and  no  injury  done  to  patient  or  Surgeon.    As  in 
all  probability,  whitlow  never  hegins  in  the  sheath  of  the  tendon, 
It  is  unnecessary  to  open  into  the  sheath— in  fact,  such  an  incision 
will  do  more  harm  than  good ;  in  cases  where  it  is  involved 
secondarily,  it  must  be  opened,  but  such  a  case  will  probably 
come  to  amputation.    WJiitlow  is  most  often  seen  in  the  terminal 
phalanges,  or  else  in  the  first  phalanges,  close  to  the  palm.  The 
oedema  on  the  hade  of  the  fi.nrjer  or  hand  must  not  mislead  the 
student  as  to  the  true  seat  of  the  suppuration ;  the  tissues  on  the 
palm  are  too  dense  to  become  oedematous. 
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The  term  Paronychia  (irapa,  beside,  and  6Vu|,  tlie  nail),  is 
properly  applied  to  inflammation  or  suppuration  round  the  root 
of  the  nail ;  it  is  sometimes  used  as  if  it  were  synonymous  with 
"  whitlow,"  but  it  had  better  be  restricted  to  the  above  meaning. 

GANGLION. 

The  synovial  sheaths  of  the  tendons  round  the  wrist  are  fre- 
quently the  seat  of  Ganglia.  Chronic  ganglia  are  usually  divided 
into  two  kinds — simple  and  compound.  Simple  Ganglion  is 
supposed  to  have  four  possible  modes  of  origin — (1)  as  a  cystic 
enlargement  of  a  cell  in  one  of  the  fringes  of  the  sheath;  (2)  a 
partial  hernia  of  the  sheath  that  has  become  cut  off  from  the  main 
tube;  (3)  from  the  dilatation  of  sub -synovial  follicles ;  and  (4)  it 
may  possibly  originate  as  a  hernia  from  the  synovial  membrane 
of  some  of  the  joints  in  the  neighbourhood.  The  simple  form  is 
the  ganglion  proper.  It  is  most  common  on  the  extensor  tendons 
of  the  fingers,  thumb,  or  wrist — especially  towards  the  radial  side 
of  the  hand,  but  it  is  also  found  on  the  corresponding  part  of  the 
foot ;  it  usually  contains  a  clear,  jelly-like  substance,  resembling 
in  consistence  and  appearance  the  eye  of  a  cod-fish,  or  semi-solid 
glycerine.  It  should  be  ruptured  subcutaneously  by  squeezing  it 
with  both  thumbs  against  the  bone  beneath,  or  by  giving  it  a 
heavy  blow  with  a  book  of  some  size ;  after  this,  apply  pressure 
with  pad  and  bandage.  Blisters  and  iodine  are  sometimes  used. 
Should  these  plans  fail,  then  puncture  it  subcutaneously  with  a 
clean  tenotomy  knife,  and  squeeze  out  the  thick,  jelly-like  fluid, 
and  afterwards  apply  firm  pressure. 

Compound  Ganglion  is  the  dilatation  of  a  tendon  sheath  itself,  or 
of  several  tendon  slieaths ;  it  is  not,  properly  speaking,  a  ganglion 
at  all,  being  more  of  the  nature  of  chronic  synovitis,  or  hydrops 
of  the  sheath.  It  is  usually  found  in  the  flexor  sheaths,  under 
the  annular  ligament  and  the  lower  part  of  the  fore-arm.  There 
are  two  varieties — (a)  consisting  of  simple  serous  fluid  alone,  and 
{h)  that  with  melon  seed  bodies  as  well;  the  latter  form  may  be 
made  to  crackle  and  gurgle  as  the  "seeds"  are  squeezed  from  one 
part  of  the  sheath  to  the  other,  or  tlirough  the  narrow  part  of 
the  hour-glass-shaped  sheath  below  the  anterior  annular  ligament. 
For  the  first  variety,  simple  puncture  or  tapping,  with  pressure 


^■^'^  Applied  Anatomy: 

and  rest  upon  a  splint  afterwards,  may  be  enough.    If  not  and 
should  it  pass  under  the  annular  Hgament,  make  a  small  incision 
above,  and  another  below,  the  annular  ligament,  and  drain  with 
an  ordinary  tube,  catgut,  or  horse-hair  for  a  few  days,  with  strict 
antiseptic  precautious.    Should  it  be  septic  or  suppurating  in  the 
first  instance,  or  unfortunately  become  so  during  treatment,  then 
we  may  use  Syme's  plan  of  completely  dividing  the  anterior 
annular  ligament;  but  first  patiently  try  the  effect  of  a  continu- 
ous warm  boracic  lotion  bath.     For  the  form  with  melon  seed 
bodies,  a  punctui'e  must  always  be  made  in  the  first  instance, 
to  let  tliem  out,  then  treat  with  pressure,  and  rest  on  a  splint ; 
otherwise,  the  treatment  is  the  same  as  in  the  serous  variety.  Be 
very  careful  and  particular  about  antiseptic  precautions  in  these 
operations,  as  an  error  in  this  respect  may  cost  the  patient  his  hand 
or  even  his  life.    In  cases  where  the  large  sheath  under  the  anterior 
annular  ligament  is  very  full  or  mucli  enlarged,  fluctuation  can 
readily  be  felt  between  tlie  hollow  in  the  palm,  and  the  lower  part 
of  the  fore-arm,  above  tlie  annular  ligament.    In  order  to  make 
an  opening  into  this  collection  for  the  purposes  of  drainage,  make 
an  incision  a  little  to  the  ulnar  side  of  the  palmaris  longus,  just 
sufficiently  far  to  avoid  the  median  nerve,  squeeze  out  the  melon 
seed  bodies,  and  then  insert  a  catgut  or  horse-hair  drain.    In  order 
to  make  drainage  free,  it  may  be  necessary  to  divide  the  anterior 
annular  ligament  subcutaneously  with  a  probe-pointed  bistoury. 
In  cases  M-here  the  sheath  does  not  project  mudi,  press  a  thumb 
on  the  hollow  between  the  thenar  and  hypo-thenar  eminences, 
when  a  prolongation  of  the  sheath  will  be  made  to  project  above 
the  ligament,  to  the  ulnar  side  of  the  palmaris  longus,  at  the  exact 
place  where  the  upper  opening  should  be  made. 

"  Dupuytren's  Contraction."— This  is  a  chronic,  inflammatory 
thickening  and  contraction  of  tlie  palmar  fascia,  especially  of  its 
digital  prolongations  J  the  contracted  bands  begin  at  the  line  of 
transverse  flexion  of  the  palm,  and  the  flexion  is  most  marked 
opposite  the  second  i^halanx.  The  disease  begins  as  a  hard  knot 
in  the  palm,  about  the  level  of  the  transverse  line  of  flexion,  and 
opposite  the  root  of  the  ring  finger;  tliis  finger  is  then  gradually 
bent  into  the  palm ;  the  little  finger  is  next  afl"ected,  and  it  is  often 
more  bent  than  the  ring  finger;  the  other  fingers  are  not  much 
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affected,  aud  the  thumb  never,  as  it  has  no  prolongation  from  the 
palmar  fascia.  The  fascia  contracts  very  dense  adhesions  to  the 
skin,  and  perhaps  a  little  to  the  tendon  sheath.  The  tendons 
are  not  affected,  becaiise  the  carpo- metacarpal  joints  are  most 
contracted;  if  it  were  the  tendons,  it  would  be  the  other  two.  The 
condition  is  often  symmetrical,  and  occasionally  the  feet  are  affected 
as  well.  Cause. — It  is  most  frequently  found  in  the  well-to-do, 
and,  therefore,  cannot  be  due  to  any  special  position  of  the  hand 
at  work,  as  with  round-headed  tools,  etc.  It  is  probably  associated 
with  some  special  constitutional  diathesis,  as  the  gouty  and  the 
rheumatic,  since  the  small  joints  are  often  enlarged  in  this  affec- 
tion, just  as  they  are  in  chronic  rheumatic  arthritis.  Alcohol  has 
probably  a  good  deal  to  answer  for  as  a  cause. 

Treatment. — "When  the  disease  is  beginning,  as  the  hard  palmar 
knot,  try  what  an  anti-gouty  regimen  Avill  effect— Carlsbad  waters, 
and  cut  off  starch,  sugar,  and  alcohol.  Operative.— (1)  Multiple 
Subcutaneous  Dicision,  the  Contracted  i?o?u/.-"— Introduce  the  knife 
at  all  points  where  the  skin  is  not  densely  attached  to  the  fascia, 
and  divide  the  bands,  and  try  to  straighten  the  finger ;  do  this  in 
many  places,  till  the  finger  can  be  brought  straight ;  when  straight 
enough,  keep  the  hand  in  a  straight  splint  for  four  wecdis,  then 
leave  off  the  splint  during  the  day,  and  finally  leave  it  off  altogether. 
(2)  Busch's  Operation— Mixka  a  V-shaped  incision,  with  its  base 
opposite  the  root  of  the  finger;  dissect  up  the  flap  and  straighten 
the  finger,  so  that  the  V  now  becomes  a  Y  ;  finish  by  suturing  the 
flap  to  the  limbs  of  the  Y.  This  is  exactly  Jones's  operation  for 
ectropion.  (3)  Dissect  up  flaps  of  skin  from  the  palm,  and  cut  out 
the  contracted  fascia  altogether. 

A  curious  accident  occasionally  happens  from  a  blow,  or  by  givuig 
a  forcible  Hick  with  the  finger — viz.,  rupture  of  that  part  of  the 
common  extensor  tendon  attached  to  the  last  phalanx  of  one  of  the 
fingers.  The  ruptured  tendon  is  apt  to  adhere  to  the  second  phalanx, 
leaving  the  terminal  phalanx  entirely  useless. 

Cutaneous  Nerves  of  the  Fingers.— In  Front  (Fig.  157),  the 
median  nerve  supplies  .the  thuuib,  index  and  middle  fingers,  and 
the  radial  half  of  the  ring  finger;  the  ulnar  supplying  the  ulnar 
side  of  the  ring,  and  the  whole  of  the  little  finger.  Behind 
(Fig.  158),  tlie  radial  nerve  supplies  the  fingers  supplied  by  the 
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Fig.  157. 
Palmar  Cutaneous  Nerves. 


Ulnar  Ni 


Uhiar  Norvu 


Cuimiiuiiicating 


Parts  supplied  by  tlio  Jlcdinii. 


Surgical,  Medical,  and  Operative.  157 


median  iu  front,  except  the  ungual  phalanges  of  the  index  and 
middle  fingers,  and  the  radial  half  of  the  lingual  phalanx  of  the 
ring  finger,  which  are  supplied  by  the  median ;  the  ulnar  supplies 
the  remaining  one  and  a  half,  just  as  on  the  anterior  aspect. 

The  Middle  Line  of  the  Hand  is  a  line  drawn  through  the  centre 
of  the  middle  finger,  and  when  we  speak  of  abduction  or  adduction 
of  the  fingers  or  thumb  it  is  in  reference  to  tliis  line,  and  not  to 
the  middle  line  of  the  body  ;  the  same  remark  applies  to  the  foot. 
Remember  also,  that  the  palmar  interossei  draw  the  fingers  to  this 
line,  or  adduct;  and  that  the  dorsal  draw  them  away  from  this  line, 
or  abduct.  The  interossei  also  aid  the  lumbricales  in  flexing  the 
first  phalanges  and  extending  the  other  two. 

The  Palmar  Furrow  of  the  hand,  formed  by  the  flexion  of  the 
fingers  at  the  carpo-metacarpal  articulation,  very  nearly  indicates 
the  position  (1)  of  the  carpo-metacarpal  articulations,  (2)  the 
bifurcation  of  the  digital  arteries,  and  (3)  the  upper  end  of  the 
synovial  sheaths  of  the  fingers;  it  also  indicates  the  point  beyond 
which  the  anterior  splint  in  Colles's  fracture  should  not  come. 
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CHAPTER  XXXIl. 
THE  LOWER  EXTREMITY. 

Pou part's  Ligament.— This  is  a  strong  fibrous  band,  stretching 
between  the  anterior  superior  iliac  spine  and  tlie  spine  of  the 
pubes ;  it  is  part  of  the  insertion  of  the  external  oblique  muscle 
of  the  abdomen,  and  separates  tlie  thigh  from  the  belly,  and  the 
external  abdominal  ring  from  the  saphenous  opening,  and  is 
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Fig.  159. 
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an  important  diagnostic  landmark  between  inguinal  and  femoral 
hernia.  It  is  often  known  as  the  Cniral  Arch.  Filling  up  the 
gap  between  tlus  ligament  and  the  bone,  we  find  the  following 
Structures  (Fig.  1,59):— (l)  External  cutaneous  nerve;  (2)  iliacus" 
muscle ;  (3)  the  psoas  muscle ;  (4)  the  anterior  crural  nerve,  lying 
in  tlie  groove  between  these  two  muscles,  and  separated  from  the 
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femoral  sheath  by  a  small  part  of  the  psoas — at  this  part  of  its 
course  the  nerve  is  not  round,  but  may  be  triangular  or  quadri- 
lateral in  shape ;  (5)  the  crural  branch  of  the  genito-crural  nerve 
lying  on,  the  femoral  sheath ;  (6 )  the  femoral  sheath  with  its 
component  parts,  compartments,  and  contents — the  artery  most 
external,  the  vein  in  the  middle,  and  the  beginning  of  the  crural 
canal  most  internal  (see  "Femoral  Hernia");  (7)  below  the 
sheath,  the  origin  of  the  pectineus;  (8)  Gimbernat's  ligament — 
a  continuation  of  Poupart's — along  the  pectineal  line,  and  part 
therefore  of  the  insertion  of  the  external  obliqi;e;  and  (9)  the 
accessory  obturator  nerve,  in  cases  where  this  nerve  exists,  lying 
beneath  the  pectineus  muscle. 

Superficial  Glands  of  the  Groin. — These  glands  are  arranged 
in  two  rows — one  disposed  irregularly  along  Poupart's  ligament, 
the  other  disposed  vertically  along  the  inner  side  of  the  thigh, 
or  grouped  irregularly  around  the  saphenous  opening.  The  first 
of  these  Teceives  the  lymphatic  vessels  from  the  integument 
of  the  penis,  scrotum,  or  vulva,  parietes  of  the  lower  half  of 
the  abdomen,  the  perineal  and  gluteal  regions ;  the  vertical  group 
receives  the  lymphatic  vessels  from  the  lower  extremity.  These 
glands  frequently  become  enlarged  in  diseases  implicating  the 
parts  from  which  their  lymphatics  spring  (bubo).  Thus,  in 
malignant  disease,  when  it  involves  the  integument,  syphilitic  or 
other  venereal  affections  of  the  genital  organs,  abscess  of  the 
perinti3um,  cancer  of  the  scrotum,  etc.,  the  glands  along  Poupart's 
ligament  will  be  implicated,  wliile  the  vertical  set  will  be  enlarged 
in  affections  of  the  lower  limb  and  foot,  e.g.,  melanotic  sarcoma 
about  the  toes. 

SCARPA'S  TRIANGLE. 

This  Ls  a  triangular  space  situated  at  the  upper  third  of  the 
anterior  surface  of  the  thigh;  from  base  to  apex  it  is  about  a 
hand's -breadth  in  extent — about  four  inches.  Boundaries. — On 
the  outer  side,  the  inner  border  of  the  sartorius;  on  the  inner  side, 
the  inner  prominent  half  of  the  adductor  longus;  its  base  is  formed 
l)y  Poupart's  ligament,  and  its  apex  is  formed  by  the  crossing 
of  the  sartorius  over  the  adductor  longus.  Its  roof  is  formed 
by  tlic  skin,  superficial  and  deep  fascia,  and  the  cribriform  fascia. 
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The  Cribriform  Fascia  closes  up  the  saphenous  "openin-"  and 
IS  pierced  by  a  large  number  of  lyniphatic  vessels  (hence  its 
crbnform  appearance);  it  is  also  pierced  by  the  long  saphenous 
vein.     Ihis  IS  the  longest  vein  in  the  body;  it  passes  through 
the  cribrifom  fascia,  at  the  lower  end  of  the  saphenous  openinc. 
just  above  the  inferior  cornu.    Just  before  it  passes  through,  it  is 
joined,  usually  as  a  common  trunk,  by  the  veins  corresponding  to 
the  three  superficial  branches  of  the  femoral  artery.    At  this  point 
the  vein  is  frequently  the  subject  of  the  diseased  condition  known 
as  Varix  ;  some  believe  that  this  is  due  to  the  vein  being  semi- 
strangulated  by  turning  too  sliarply  over  the  dense  fascia  forming 
the  inferior  cornu  of  the  saphenous  opening,  and  to  relieve  the 
condition  and  cure  the  disease,  suggest  that  the  fascia  should  be 
divided.    The  floor  of  the  triangle  is  formed  by  (beginning  at  the 
outer  side)  the  iliacus,  psoas,  pectineus,  sometimes  part  of  adductor 
brevis,  and  adductor  longus  muscles.    Contents.— (1)  The  femoral 
sheath;  (2)  the  femoral  artery,  giving  off  the  cutaneous  branches 
and  the  profunda ;  (3)  the  femoral  vein  with  its  tributaries  the  • 
long  sapheua  and  profunda  veins;  (4)  the  anterior  crural  nerve 
and  its  branches ;  (5)  the  external  cutaneous  nerve ;  (6)  the  crural 
,  branch  of  genito-crural  and  ilio-inguinal  nerves ;  (7)  the  superficial 
division  of  the  obturator  nerve;  and  (8)  fat,  with  deep  lymphatic 
glands  and  vessels. 

Fluctuating  Swellings  in  this  region  of  the  groin  are  numerous, 
as— (1)  Localised  chronic  abscess ;  (2)  it  may  come  from  a  peri- 
nephritic  abscess ;  (3)  on  the  right  side,  from  a  pericecal  abscess ; 
(4)  iliac  abscess  under  the  fascia,  from  disease  of  the  bones,  or 
above  it ;  (5)  pelvic  abscess,  in  hip  disease  or  fi-om  cellulitis; 
(6)  glandular  abscesses;  (7)  from  an  empyema;  (8)  serous  or 
hydatid  cysts;  (9)  a  hernia  with  fluid  in  the  sac;  and  (10)  cysts 
or  bursal  collections  in  connection  with  the  hip  joint,  e.g.,  in 
Charcot's  disease,  and  sometimes  in  chronic  rheumatic  arthritis. 

Structures  beneath  the  Gluteus  Maximus  Muscle.— (1)  Part 
of  gluteus  modius;  (2)  superficial  branch  of  the  gluteal  artery  and 
superior  gluteal  nerve;  (3)  pyriformis  muscle;  (4)  lower  border  of 
gluteus  minimus;  (5)  sciatic  vessels ;  (6)  great  and  small  sciatic 
nerves;  (7)  pudic  vessels  and  nerve;  (8)  nerve  to  the  obturator 
internus,  which  also  supplies  the  gemellus  superior ;  (9)  nerve  to 
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tlie  qiiadratus  femoris,  Avlncli  also  supplies  the  gemellus  inferior ; 
(10)  the  gemellus  superior  muscle  j  (11)  tendon  of  the  obturator 
internus;  (12)  gemellus  inferior;  (13)  tendon  of  the  obturator 
externus;  (14)  quadratus  femoris;  (15)  termination  of  the  internal 
circumflex  artery;  (16)  part  of  adductor  magnus;  (17)  the  first 
perforating  artery;  (18)  great  trochanter,  with  part  origin  of  the 
vastus  externus;  (19)  the  tuber  ischii  with  the  origin  of  the  ham- 
strings—biceps, semi-membranosus,  and  semi-tendinosus ;  (20)  great 
sacro-sciatic  ligament,  pierced  by  the  coccygeal  branch  of  the  sciatic 
artery;  (21)  three  bursa3— («)  one  over  the  trochanter  major,  (&)  one 
over  the  vastus  externus,  and  (c)  another  over  the  tuberosity  of 
the  ischium.    When  this  last  one  is  enlarged,  as  by  excessive 
pressure,  it  gives  rise  to  the  condition  known  as  "weaver's,  OP 
lighterman's  bottom,"  corresponding  to  the  ''miner's  elhoiu,"  and 
the  "housemaid's  Jmee"  of  other  situations.    The  bursa  over  the 
trochanter  major  may  be  enlarged  in  the  case  of  soldiers  on  the 
march,  convicts  and  others  who  are  condemned  to  the  use  of  the 
"plank  bed;"  it  might  be  called  the  "coercion  bursa."  The 
lower  edge  of  this  large  muscle  forms  the  "  fold  of  the  buttock," 
but  the  "fold"  and  the  loAver  edge  of  the  muscle  do  not  corre- 
spond in  direction,  the  "fold"  being  nearly  transverse,  while  the 
lower  edge  of  the  muscle  passes  upwards  and  inwards  towards 
the  coccyx. 

The  Great  Sciatic  Nerve.— This  nerve  is  the  continuation  of 
the  lower  part  of  the  sacral  plexus,  and  leaves  the  pelvis  by  the 
great  sacro-sciatic  foramen,  below  the  pyriformis  muscle,  and  a 
little  external  to  the  sciatic  artery.  The  nerve  will,  therefore,  be 
found  beneath  a  point  a  little  external  to  the  point  that  indi- 
cates the  situation  of  the  sciatic  artery  on  the  surface  of  the  body 
(see  vol.  1.,  page  141).  Its  course  is  indicated  by  a  line  drawn  from 
the  point  where  it  emerges  from  the  pelvis  to  the  middle  of  the  upper 
part  of  the  popliteal  space.  The  nerve,  however,  is  not  straight, 
but  IS  curved  with  the  convexity  outwards,  and  at  its  upper  part  is 
found  almost  midway  between  the  great  trochanter  and  the  tuber 
ischu,  but  a  little  nearer  the  ischium.  The  nerve  is  covered  by 
the  gluteus  maximus  and  the  long  head  of  the  biceps,  and 
slightly  by  the  pyriformis,  and  it  lies  upon  all  the  muscles  found 
beneath  the  gluteus  maximus,  below  the  pyriformis— viz.,  tendon 
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of  the  obturator  interuus  and  the  two  gemelli,  obturator  externus, 
quadratus  femoris,  and  adductor  magnus.  The  nerve  may  bifur- 
cate into  its  two  divisions  at  any  point  between  the  sacral  plexus 
and  the  usual  point  of  bifurcation ;  a  not  uncommon  arrangement 
is  to  find  it  leaving  the  pelvis  in  two  divisions,  one  of  which 
pierces  the  pyriformis,  and  the  other  in  the  usual  position.  This 
fact  must  be  borne  in  mind  in  the  operation  of  "  stretching"  this 
nerve.  It  is  important  to  remember  its  course  in  connection  with 
the  operation  of  acupuncture  for  sciatica ;  further,  it  is  important 
to  bear  in  mind,  in  the  operation  of  stretching  this  nerve,  that  it 
can  be  exposed  without  cutting  through  any  muscular  structure,  at 
the  lower  border  of  the  gluteus  maximus  (indicated  by  the  fold  of 
the  nates),  in  the  interval  between  that  muscle  and  the  long  head 
of  the  biceps. 

To  Stretch  the  Great  Sciatic— The  instruments  required 

are— A  knife  to  shave  the  parts,  carbolic  oil,  a  scalpel,  dissect- 
ing forceps,  retractors,  sponges,  needles  and  horse-hair  sutures,, 
collodion,  pads  of  cotton  wool  and  bandages,  chloroform,  etc;  The 
Surgeon  should,  if  he  has  a  choice,  stand  at  the  opposite  side 
from  the  nerve  about  to  be  stretched. 

1.  At  the  Fold  of  th5  Buttock.— The  part  must  iirst  be  rendered 
thoroughly  aseptic.  It  is  tlien  shaved,  if  necessary,  and  an  incision 
made,  about  two  inches  in  length,  in  the  line  of  the  nerve;  this 
incision  divides  the  skin,  superficial  fascia,  fatty  tissue,  and  deep 
fascia.  The  finger  is  then  introduced  to  hook  out  the  nerve,  which 
is  found  in  the  angle  formed  by  the  gluteus  maximus  on  the  inner 
side,  and  the  hamstrings,  as  they  arise  from  the  ischial  tuberosity, 
on  the  outer  side;  the  finger  first  touches  the  vastus  externus,  and 
when  drawn  across  this  muscle  towards  the  operator,  the  fii'st  thing 
caught  is  the  great  sciatic  nerve  (Ciiikne).  .  The  nerve  is  then 
to  be  stretched  as  much  as  the  Surgeon  deems  necessary,  bcmg 
first  pulled  weU  out,  and  then  up  the  limb  and  down  the  limb,  in 
a  number  of  short  jerks  rather  than  a  long,  steady  pull.  Some 
Surgeons  lift  the  limb  from  the  tabic  by  the  nerve.  Dr  Symingtox 
advFses  care,  lest  the  sacral  plexus  be  torn  away  from  the  cord. 
A  caution  is  usually  given  not  to  stretch  the  tendon  of  the  semi- 
membranosus by  mistake;  but  by  the  above  plan  this  is  not  likely 
to  happen,  for  it  would  bo  inipossibh;  to  hook  that  tendon  mt  at 
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tlie  wouud  so  near  its  origin,  and  especially  when  the  i^atient's 
knee  joint  is  extended.  The  "wound  is  then  to  be  washed  out  by 
some  antisejDtic,  three  sutures  inserted,  and  the  whole  sealed  up 
by  flexible  collodion  and  cotton  wool.  In  cases  of  high  division 
of  this  nerve,  the  finger  may  not  recognise  the  nerve  trunk,  from 
its  divided  and  flattened  form;  in  these  circumstances  enlarge 
the  wound  and  loolc  for  the  nerve.  Stretcliing  the  rigid  sciatic  is 
more  successful  than  the  left,  it  is  said,  because  the  sigmoid  flexure 
is  on  the  left  side,  and  is  a  great  cause  of  sciatica,  as  the  full  gut 
presses  upon  the  nerve;  it  will  be,  therefore,  very  much  worse  in  con- 
stipation. Occasionally  the  tirst  perforating  artery  may  be  injured, 
a  troublesome  circumstance,  as  it  bleeds  mucli,  and  is  difficult  to 
secure,  as  it  retracts  beneath  its  fibrous  arch. 

2.  It  may  also  be  stretched  at  the  Middle  of  the  Thigh,  by  an 
incision  two  or  three  inches  long,  dividing  the  same  structure's  as 
in  the  last  case.  Here  the  nerve  lies  between  the  biceps  on  the 
outer  side,  and  the  semi-tendinosus  on  the  inuei;  side.  Tlie  wound 
may  be  dressed  as  in  the  last  case,  or  it  may  be  drained,  dressed 
antiseptically,  and  confined  in  a  splint  for  a  week  or  ten  days. 

3.  The  "  Dry  "  Plan  (TRorjiETTA  and  Eillroth).— The  patient 
is  laid  on  his  back,  the  knee  joint  is  flexed,  and  the  ankle  joint 
extended,  ^and  then  the  thigh  is  forcibly  flexed  o]i  the  abdomen 
until  thcpknee  joint  almost  touches  the  chin;  the  thigh  is  then 
held  firmly  in  this  position  while  the  knee  joint  is  fully  extended 
and  the  ankle  joint  as  fully  flexed. 

Before  any  operation  for  supposed  sciatica,  the  Surgeon  must 
make  sure  that  the  pain  is  not  due  to  malignant  disease  of  the 
bones  or  pelvic  viscera,  involving  the  sacral  plexus,  or  to  irritation 
caused  by  disea,se  of  the  sacro-iliac  synchondrosis,  engorged  rectum, 
varicose  condition  of  the  ]ielvic  veins,  aneurism  uf  the  internal  iliac' 
ur  its  branches,  or  to  sciatic  hernia.  The  spine  should  also  be 
examined  for  caries;  the  diseases  most  apt  to  involve  the  plexus 
are  sarcoma  of  the  sacrum  or  os  innominatum,  and  malignant  disease 
of  the  rectum,  and  sarcoma  of  the  soft  parts  in  the  pelvis. 

The  Great  Sciatic  Nerve  supplies  the  hip  joint,  entering  pes 
toriorly,  and  tlie  flexors  of  the  leg,  viz.,  the  biceps,  semi-tendinosus, 
and  semi-membranosus,  as  well  as  a  branch  to  the  adductor  nuiguus; 
about  the  luwer  third  of  the  tlngh  it  divides  into  the  oxterual  and 
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internal  popliteal  nerves,  which  supply  tlie  whole  of  the  muscles 
below  the  knee.  In  paralysis  of  this  nerve,  therefore,  the  patient 
would  he  unable  to  flex  the  knee,  and  there  would  also  be  some 
weakness  of  the  adductor  magnus;  it  is  evident,  however,  that  the 
trunk  of  this  nerve  could  not  be  paralysed  without  also  paralysinf^ 
the  internal  and  external  popliteal  nerves,  M'ith  their  branches. 

The  Anterior  Crural  Nerve. — This  is  the  largest  branch  of  the 
lumbar  plexus,  and  arises  from  the  third  and  fourth  lumbar  nerves, 
Avith  a  fasciculus  from  the  second.  While  yet  inside  the  Abdomen 
it  supplies  the  iliacus  muscle,  and  gives  a  twig  to  the  femoral 
artery.  In  the  Leg,  it  supplies — (1)  The  sartor ius,  usually  from 
the  middle  or  internal  cutaneous  branches;  (2)  the  pedineus — this 
muscle  usually  receives  two  branches,  which  reach  it  by  passing 
behind  the  femoral  vessels;  (3)  the  rectus  femoris;  (4)  the  two 
vasti  —  the  nerves  to  the  vasti  also  supply  the  knee  joint;  and 
(5)  the  crureus.  When  this  nerve  is  paralysed  the  patient  will  be 
unable  to  flex  the  hip  proj^erly,  as  the  iliacus  is  paralysed,  though 
the  psoas  is  not;  he  will  be  unable  to  extend  the  knee  joint;  the 
sartorius  will  be  paralysed,  and  the  pectineus  partially. 

The  Obturator  Nerve. — This  nerve  is  a  branch  of  the  lumbar 
plexus,  and  arises  from  the  third  and  fourth  lumbar  nerves.  It 
supplies — (1)  Two  joints,  the  hip  and  knee;  (2)  four  muscles 
completely,  the  adductors  lougus  and  brevis,  the  gracilis,  and  the 
obturator  externus ;  and  (3)  two  mviscles  partially,  the  j^ectineus 
and  the  adductor  magnus.  Should  this  nerve  be  paralysed,  the 
patient  would  be  luiable  to  press  the  knees  together  or  cross  the 
paralysed  leg  over  the  other  one.  The  left  obturator  lies  beneath 
the  sigmoid  flexure;  consequently,  when  this  part  of  the  gut  is 
distended  with  fajces,  or  the  seat  of  malignant  disease,  the  nerve 
may  be  irritated,  causing  a  "  pain  in  the  knee,"  just  as  in  hip  joint 
disease.  Both  nerves  lie  in  front  of  the  sacro-iliac  synchondrosis, 
and  are  often  early  afi'ected  in  disease  of  that  articidation. 

HIP  JOINT  DISEASE. 

It  is  a  fact  worthy  of  notice  in  connection  with  the  conduction 
of  nervous  impulses  in  sensory  nerves,  that  wlien  a  stimulus  is 
ajjplied  to  any  part  in  the  course  of  a  sensory  nerve — as  to  the 
nerve  trunk,  or  to  sensory  filaments  supplying  parts  noai'er  the 
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central  nervous  system  than  tbe  final  distribution  of  the  nerve, — 
that  the  impulses  appear  to  be  conveyed  to,  or  to  spring  from, 
its  terminal  filaments  (in  fact,  a  sensoiy  nerve  appears  to  be  able 
to  conduct  impulses  hotli  ways).    Thus,  if  we  compress  the  ulnar 
nerve  at  the  elbow  joint,  we  feel  the  painful  impression  conveyed 
to  the  terminal  filaments  of  the  nerve  supplying  the  little  finger 
and  the  ulnar  side  of  the  ring  finger.    We  also  find  an  example 
of  the  same  phenomenon  in  connection  with  hip  joint  disease  in 
its  earlier  stages;  for  at  first  the  patient  does  not  feel  pain  in  the 
hip  joint,  but  on  the  inner  side  of  the  knee  or  in  the  knee  joint 
itself.   So  also  in  spinal  caries,  pain  is  felt  at  the  hip,  and  this  may 
put  the  incautious  Surgeon  off  the  scent;  also  in  kidney  diseases, 
pain  is  often  felt  in  the  bladder  or  testicle.    Pain  at  the  inner  side 
of  the  knee  is  also  felt  in  disease  of  the  sigmoid  flexure,  from 
irritation  of  the  Obturator  Nerve,  or  in  any  other  condition  in- 
volving this  nerve  in  any  part  of  its  course,  as  caries  of  the  lower 
lumbar  vertebras,  psoas  abscess,  sarcoma  of  the  bones  or  soft  parts, 
and  obturator  hernia,  and,  in  cases  where  there  is  an  accessory 
obturator,  femoral  hernia  as  weU.    This  is  no  doubt  due  to  the 
fact  that  the  obturator  nerve  supplies  sensory  filaments  to  both  the 
hip  and  knee  joints;  and  also  because  there  is  frequently  found  on 
the  inner  side  of  the  lower  third  of  the  thigh,  a  plexus  of  nerves 
known  as  the  "  obturator  plexus,"  wliich  is  formed  by  filaments 
from  the  internal  cutaneous,  long  saphenous,  and  obturator  nerves. 
The  pain  at  this  spot  is  most  marked  when  the  disease  begins 
in  the  head  of  the  hone,  as  the  obturator  nerve  enters  the  round 
ligament,  and  is  in  this  case,  therefore,  early  affected.    Besides  the 
obturator  nerve,  the  great  sciatic  (through  its  branches)  also  supplies 
both  the  hip  and  knee  joints. 

By  Morbus  Coxae  is  meant  strumous  arthritis  of  the  hip  joint, 
whether  it  begins  in  the  bones  or  the  synovial  membrane.  When 
it  begins  in  the  soft  parts,  it  is  called  the  arthritic  form;  in  the 
acetabulum,  the  acetahular ;  and  in  the  head  of  the  femur,  the 
femrmd.    It  has  been  divided  for  convenience  into  various  stages. 

1.  The  Inflammatory  Stage,  probably  accompanied  with  some 
synovitis  and  softening  of  tlie  stmcturcs  round  the  joint,  and  the 
limb  assumes  that  position  where  the  cavity  can  hold  most  with 
the  least  tension.    The  signs  of  this  stage  are— («)  Flexion,  as  in 
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this  position  there  is  greatest  general  relaxation,  and  the  cavity 
holds  most.  (5)  Abduction,  wliich  relaxes  the  outer  limh  of  the  ilio- 
femoral ligament  and  upjier  part  of  the  capsnle.  (c)  Eversion,  which 
relaxes  tlie  inner  head  of  the  same  ligament,  and  the  horizontal 
posterior  fibres  of  tlie  capsule,  {d)  Ajiparent  lengthening,  from 
the  tilting  down  of  the  pelvis  on  tliat  side;  the  anterior  superior 
spine  moves  downwards,  forwards,  and  inwards.  This  is  because 
the  flexion  and  the  abduction  raise  the  foot  off  the  ground  and 
ilestroys  the  parallelism  of  tlie  two  limbs;  hence,  when  the  patient 
walks,  to  enable  tlie  foot  to  reach  the  ground  and  also  to  restore 
that  parallelism  which  is  necessary  for  -walking,  the  pelvis  tilts. 


Fig.  160. 
Hip  Joint  Disease. 


Axis  of  Telvis. 


Position  of  Knee,  as  patient  lies  with  liis  Back  fiat  on  tlie  table. 


Fig.  161. 
Hip  Joint  Disease. 


Axis  of  Pelvis. 


To  show  the  Lumhav  Curve,  when  the  Knee  lies  flat  on  the  tnlile. 

To  detect  the  tilting  of  the  pelvis  draw  one  line  from  the  xiphoid 
cartilage  througli  the  umbilicus  to  the  symphysis  pubis,  and  another 
between  the  two  anterior  superior  spines.  In  health  these  liues  should 
cross  each  othei'  at  riglit  angles,  (e)  Lordosis — this  is  because  the  hip 
joint  is  fixed  by  muscles  in  the  flexed  position,  and  to  overcome 
this  disadvantage  tlie  limiliar  vertebra?  move  instead,  and  are  also 
curved  forwards.  This  is  well  seen  -whon  the  patient  is  laid  ou  a 
firm  table  on  his  back  ;  as  he  lies  in  this  position  his  knee  is  bent 
upwards  (Fig.  160),  and  on  attempting  to  bring  the  knee  down 
level  with  the  table  the  lumbar  spine  becomes  liollow,  because  the 
pelvis  moves  with  the  femur  (Fig.  IGf).    Eesides  these  symptoms 
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there  are  others,  such  as  the  Hmitation  of  abduction,  wasting  of 
the  limb,  flattening  of  the  buttock,  and  obliteration  of  the  gluteal 
fold;  the  flattening  of  the  buttock  and  the  obliteration  of  the 
gluteal  fold  are  partly  due  to  the  flexed  position  of  the  limb,  as 
well  as  to  atrophy  of  the  glutei.  The  fold  in  the  groin  will  also 
be  partially  obliterated,  on  account  of  the  swelling.  The  muscles 
round  the  joint,  especially  the  adductors,  are  firmly  contracted,  to 
steady  the  diseased  part:  the  muscles  know  that  the  joint  is  diseased 
even  before  the  patient  is  aware  of  it.  In  the  very  early  stage  of 
the  disease  the  symptoms  are  often  ill-marked,  the  child  scarcely 
complains,  and  probably  has  only  a  slight  limp  when  walking. 

2.  Second  Stage. — This  corresponds  to  yielding  of  the  capsule, 
probably  abscess  formation,  but  no  destruction  of  the  bone.  The 
signs  are — (rt)  Adduction — some  say,  because  the  posterior  part 
of  the  capside  gives  way;  others,  that  it  is  because  the  adductors 
are  reflexly  thrown  into  spasm,  (l))  Inversion — this  is  not  very 
easily  .explained ;  if  the  head  of  the  bone  were  dislocated  back- 
wards through  the  softened  posterior  part  of  the  capsule,  one  could 
understand  it.  It  may  be  that  the  external  rotators  are  inliibited, 
and  the  internal,  supplied  by  the  superior  gluteal  nerve  (tensor 
fasciaj  femoris,  gluteus  minimus,  and  anterior  half  of  the  gluteus 
medius),  reflexly  thrown  into  spasm,  (c)  A]}parent  Shortening — 
this  is  from  tUting  of  the  pelvis,  so  as  to  bring  the  diseased  limb 
parallel  with  its  fellow  as  the  patient  lies  in  bed.  The  anterior 
superior  spine  moves  upwards,  backwards,  and  outwards.  The 
flexion  of  the  first  stage  is  increased,  and,  if  the  disease  be  left 
untreated,  will  go  on  increasing  till  the  knee  touches  the  umliilicus, 
or  even  the  opposite  anterior  superior  spine.  This,  of  course, 
cannot  be  the  position  in  which  the  joint  "holds  most,"  nor  can 
it  be  due  to  reflex  contraction  of  the  muscles. 

3.  Third  Stage — In  this  stage  the  limb  is  pretty  much  in  the  same 
position  as  in  the  second  stage,  but  there  is  now  real  shortening; 
this  results  from  the  gradual  destruction  of  the  head  and  neck 
of  the  femur,  or  dislocation  of  the  bone  backwards,  and  this  may 
occur  even  tlioiigh  a  light  weight  is  applied  to  the  limb.  The  top 
of  the  great  trochanter  ascends  above  Nhlaton's  lino;  tins  test 
is  very  easily  applied  in  these  cases,  because  the  child  naturally 
turns  over  towards  the  sound  side,  so  that  one  can  readily  draw 
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a  line  between  the  two  bony  iDoints.  The  natural  cure  of  this 
condition  IS  by  ankylosis,  and  care  must  be  taken  lest  this  occur 
as  It  IS  apt  to  do,  in  the  flexed  and  abducted  position.  Sliould 
It  occur  the  effects  are  minimised  by  the  production  of  a  lumbar 
curve  (lordosis). 

Hip  joint  disease  must  be  diagnosed  in  the  early  stace  from 
the  diseases  and  injuries  that  cause  abduction  and  eversion  of  the 
thigh  (see  vol.  ii.,  page  170),  and  in  the  later  stages  fi-om  conditions 
that  cause  adduction  and  inversion,  as  the  backward  dislocation  of 
the  femur  at  the  hip  joint,  which,  indeed,  may  be  but  a  result  of 
the  hip  disease.    It  must  also  be  distinguished  from  suppuration 
of  the  bursa  under  the  gluteus  maximus  over  the  great  trochanter- 
in  this  condition  there  is  great  pain,  on  pressure,  over  the  great 
trochanter,  as  the  diseased  area  is  between  the  surface  and  the 
bone,  but  not,  as  a  rule,  when  pressure  is  made  on  the  knee  or 
heel,  nor  by  direct  pressure  on  the  head  of  the  bone  just  below 
PouPART's  ligament.     In  actual  hip  disease  there  will  be  pain 
on  pressure,  in  all  the  three  situations.    Pus,  in  the  a^-tlirUic  and 
femoral  forms  of  hip  cUsease,  usually  passes  behind,  as  the  posterior 
part  of  the  capsule  is  thinnest;  it  then  comes  forwards  beneath  the 
gluteus  medius  and  minimus,  tensor  fascia3  femoris,  and  upper  part 
of  the  sartorius,  and  forms  a  coUection  below  the  anterior  superior 
spme.    It  may  then  pass  down,  if  uncliecked,  and  open  behind  the 
iho-tibial  band,  a  little  above  the  middle  of  the  thigh.    In  the 
acetabular  form  of  the  disease  the  pus  collects  between  the  bone 
and  pelvic  fascia  and  sheath  of  the  obturator  internus;  the  fascia 
thickens  and  prevents  its  passage  downwards,  hence  it  makes  its 
way  up  to  the  pelvic  brim,  perforates  the  attachment  of  the  pelvic 
fascia  to  that  part,  and  points  above  or  under  Poupart's  ligament 
It  may  sometimes  pass  along  the  tendon  of  tlie  obturator  internus 
and  point  behind,  or  even  pass  into  the  rectum.    When  a  "psoas " 
abscess  forms  from  hip  disease,  it  is  probably  due  to  a  communica- 
tion between  the  bursa  under  the  psoas  tendon  and  the  cavity  of 
the  hip  joint.    While  the  Surgeon  must  be  on  his  guard,  in  cases 
where  the  knee  joint  is  complained  of,  rather  than  the  hip  where 
the  actual  disease  is  situated,  not  to  be  misled  in  his  diagnosis 
and  ti^satment,  yet  he  must  bear  in  mind  that  both  knee  and 
hip  may  be  diseased;   tlic  rule  is,  that  if,  in  examining  the 
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joint  the  patient  complains  of,  sufficient  objective  signs  of  disease 
are  not  found  there  to  account  for  the  subjective  sensations,  then 
looh  higher  ii.p;  the  same  remark  applies  to  spinal  caries  simulating, 
liip  joint  disease — our  motto  in  both  cases  being  "  Excelsior." 

Sacro-iliac  Synchondrosis.— This  is  the  articulation  between 
the  cartilage-coated  surfaces  of  the  sacrum  and  ilium.  It  is  an 
amphiarthroidal  joint,  and  there  is  sometimes  a  delicate  synovial 
membrane.  The  Ligaments  are— (1)  The  anterior  sacro-iliac,  which 
is  very  thin  and  passes  between  the  two  bones ;  (2)  the  posterior 
sacro-iliac,  which  is  a  very  strong  ligament,  the  fibres  being  partly 
obhque  and  partly  horizontal— the  oblique  part  is  attached  to  the 
posterior  superior  iliac  spine.  The  joint  is  suijplied  by  the  superior 
gluteal,  from  the  lumbo-sacral  cord,  and  branches  from  the  sacral 
nerves.  The  lumbo-sacral  cord  and  the  obturator  nerve  pass  over 
the  front  of  the  joint,  and  are  early  affected  in  disease  of  the 
articulation. 

Sacra- iliac  Disease.— In  disease  of  this  joint,  rmlilce  hip  joint 
-  disease,  the  Umb  is  not  flexed  (xmless  the  psoas  muscle  is  involved 
as  well);  it,  very  constantly,  seems  longer  than  its  fellow,  due  to 
tilting  forwards  and  rotation  downwards  of  the  whole  side  of 
the  pelvis.     There  is  pain  when  the  ihac  crests  are  grasped  and 
attempts  made  to  force  them  asunder  or  together,  and  also  when 
the  pelvis  is  compressed  laterally.    There  will  also  probably  be 
pain  along  the  branches  of  the  anterior  crural,  obturator,  and  great 
sciatic  nerves;  there  is  further  marked  pain  when  direct  pressure 
is  made  on  the  joint,  just  internal  to  the  posterior  superior  iliac 
spine.    The  joint  is  painful  luhether  the  jyatient  stands  or  sits,  in 
this  re-spect  differing  from  hip  disease,  where  the  patient  can  sit 
wjth  comfort.    The  fact  that  the  hip  can  be  fully  extended,  and 
wlien  flexed  there  is  neither  rigidity  nor  pain  in  moving  the  hip 
joint,  provided  the  sacro-iliac  be  kept  still,  will  exclude  hip  joint 
disease.    Pus  from  this  joint  comes  forward  through  the  anterior 
sacral  ligaments,  and  very  usually  presents  as  an  iliac  abscess 
somewliere   between  the  femoral  vessels  and   the  the  anterior 
superior  iliac  spine.    It  may,  however,  pass  into  the  slieatli  of  the 
psoas  when  the  limb  will  assume  a  flexed  position,  or  it  may  pass 
along  the  vessels  and  nerves  passing  through  the  great  sacro-sciatic 
foramen  and  point  in  the  l)uttock,  or  tlirougli  the  thyroid  foramen. 


170 


Applied  Anatomy : 


along  tlie  obturator  vosaols  and  nerves,  to  the  inner  side  of  the 
thigh,  sometimes  also  into  the  ischio-rectal  fossa,  and  may  even 
open  into  the  gut  itself. 

The  following  are  the  more  important  diseased  conditions  that 
maj'  cause  flexion  of  the  thigh — Psoas  abscess  and  primary  psoitis, 
typhlitis  and  peri-typhlitis,  peri-nephritis  and  peri-nephritic  abscess, 
inflammation  of  the  bursa  xmder  the  ilio-psoas  tendon,  acute  inflam- 
mation of  the  deep  lymphatic  glands  of  the  groin,  and  adhesions  of 
the  prepuce  to  the  glans  penis  in  boys.  In  cases  of  supposed  hip 
disease  these  various  conditions  must  be  first  excluded.  In  the 
case  of  adhesions  of  the  prepuce  to  glans  simulating  hip  disease 
the  irritation  is  probably  conveyed  through  the  prostatic  x^lexus  of 
the  sympathetic — twigs  from  which  just  terminate  at  the  corona 
glandis — to  the  _  hypogastric  plexus,  and  thence  to  the  third  and 
fourth  lumbar  nerves,  and  from  that  to  the  muscles  concerned. 
The  conditions  that  specially  cause  flexion  and  abduction  of  the 
thigh  are — (1)  Early  stage  of  hip  joint  disease;  (2)  backward 
dislocations  at  the  hip,  and  dislocation  into  the  forame^r  ovale; 
(3)  diseased  conditions  of  the  psoas  muscle  or  fascia;  and  (4)  the 
enlargement  of  the  glands  of  the  groin  from  diseases  of  foot  or 
genitals  (Chiene). 

In  the  female,  during  pregnancy,  the  cartilaginous  coverings  of 
the  sacro-iliac  and  the  pubic  articulations  become  softer  and  laxer, 
and  a  delicate  synovial  membrane  appears,  or,  if  already  present, 
enlarges. 

DEEP  FASCIA  OF  THE  THIGH. 

The  deep  fascia  of  the  thigh,  from  its  great  extent,  is  known 
as  the  fascia  lata.  It  is  attached  above  to  the  body  of  the  pubes 
and  pubic  arch,  Poupart's  ligament,  the  crest  of  the  ilium,  and 
margin  of  the  sacrum  and  coccyx ;  it  passes  downwards,  forming 
a  complete  sheath  for  the  whole  of  the  thigh,  which  varies  in 
thickness  at  different  parts,  and  is  firmly  attached  below  to  all  the 
prominent  points  around  tlio  knee  joint,  such  as  the  tuberosities  of 
the  femur  and  tibia,  and  head  of  the  fibula.  After  this,  it  forms 
the  deep  fascia  of  the  leg,  but  there  is  no  direct  communication 
between  the  sheath  of  the  muscles  of  the  thigh  and  that  of  tlic 
muscles  of  the  leg ;  and,  on  account  of  this  firm  connection  of  the 
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fascia  to  tlie  bony  prominences  around  the  knee  joint,  fluid  matter, 
sucli  as  pus,  gathering  about  the  joint  will  necessarily  tend  to  pass 
upwards.  At  the  outer  side  of  the  limb  there  is  a  specially  strong 
band  known  as  the  ilio-tihial  hand  which  stretches  from  the  ilium 
above,  to  the  head  of  the  tibia  below,  and  into  which  are  inserted 
the  greater  part  of  the  gluteus  maximus  and  the  Avhole  of  the  tensor 
fascire  femoris,  and  through  it  these  two  muscles  act  indirectly  on 
the  knee  joint,  and  are  believed  to  be  specially  brought  into  use 
in  maintaining  the  erect  posture.  From  the  deep  surface  of  the 
fascia,  ensheathing  processes  are  given  off  to  every  muscle,  blood 
vessel,  and  nerve  in  the  limb ;  two  of  the  processes  given  off  are 
specially  strong,  and  are  known  as  the  inter-muscular  septa.  The 
external  septum  is  the  stronger,  and  extends  from  the  insertion  of 
the  gluteus  maximus  along  the  outer  side  of  linea  aspera  to  the 
outer  condyle  of  the  femur,  along  the  outer  edge  of  the  popliteal 
surface  of  that  bone.  It  separates  the  A^astus  extornus  in  front, 
from  the  biceps  behind.  The  internal  septum  is  thinner,  and 
extends  from  the  lesser  trochanter,  along  the  inner  side  of  the  linea 
aspera  and  popliteal  surface  of  the  femur,  to  the  inner  condyle ;  it 
separates  the  vastus  internus  from  the  adductor  muscles,  and  is 
incomplete  at  one  point  to  allow  the  passage  of  the  femoral  vessels 
into  the  popliteal  space,  where  they  become  the  popliteal  vessels. 
It  is  possible,  therefore,  tliat  matter  forming  around  or  in  the 
joint,  and  escaping  on  account  of  destruction  of  its  ligaments, 
and  collecting  in  the  upper  part  of  the  popliteal  space  behind, 
between  those  layers,  and  beneath  the  general  sheath  of  the  limb, 
would  find  its  way  up  the  limb  towards  the  trochanters,  by  passing 
along  the  fibrous  tunnel  formed  by  the  vessels  in  their  passage 
through  the  septum.  But  there  is  another  way  in  which  pus  may 
pass  from  the  knee  joint  up  to  the  trochanter  minor.  There  is  a 
considerable  portion  of  the  inner  siu'face  of  the  shaft  of  the  femur, 
extending  from  the  small  trochanter  above,  to  the  condyles  below, 
and  from  ]ialf-an-iiicli  to  tliree-fourths  of  an  inch  in  breadth,  from 
which  no  muscular  fil)res  arise.  This  interval  lies  between  the 
origins  of  the  crureus  and  the  vastus  internus,  and  is  bridged  over 
by  the  conjoined  fibres  of  these  muscles.  In  suppuration,  there- 
fore, within  the.  joint,  where  the  suppurative  action  destroys  or 
pfrforati's  the  ligajnonts,  or  the  largo  synovial  membrane  of  the 
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articuL-ition,  the  escaped  pus  easily  finds  its  way  up  the  thigh  in 
the  direction  named. 

There  is  also  a  third  septum  interposed  between  the  adductor 
muscles  and  the  flexor  group.  In  tins  way  the  thigh  is  divided 
into  three  fascial  compartments,  each  containing  its  own  group  of 
muscles,  and  each  group  of  muscles  with  its  special  nerve  :  thus 
we  have  the  extensor  group  in  front,  supplied  by  the  anterior 
crural  nerve ;  the  adductor  group,  on  the  inner  side,  supplied  by 
tlie  obturator  nerve ;  the  flexor  group  behind,  supplied  by  the 
great  sciatic  nerve. 

Fig.  162. 
Section  of  Thigh.— (From  Cunninqham.) 


c 


Dicagram  to  sliow  liow  the  Tliigli  is  subdivided  into  tlu-ee 
eompartiiients  by  it.s  general  aponeurotic  investment  and  the 
three  Inter-musculav  Septa,  whieh  pass  inwards  from  it  to  the 
Linea  Aspera  of  the  Femur. 

a.  Internal  Inter-muscular  Septum. 

c.  External  Inter-muscular  Septuin. 

h.  The  third  Septum,  which  is  interpo.sed  between  the 
Adductor  Muscles  and  the  Flexor  Muscles. 

Each  compartment  contains  its  own  group  of  muscles,  and 
witli  each  group  a  particular  nerve  is  associated. 

The  Internal  or  Long  Saphenous  Vein.— This  vein  lies  in 
the  subcutaneous  tissue,  above  the  deep  fascia;  it  commences  on 
tlie  inner  side  of  the  dorsum  of  the  foot,  ascends  in  front  of 
the  inner  malleolus,  and  along  the  inner  side  of  the  leg,  behind 
the  inner  edge  of  the  tibia,  and  at  tlie  knee  passes  hehind  the 
inner  condyle  of  the  femur;  it  then  jmsses  up  the  inner  side  of 
tlie  thigh,  at  first  following  the  course  of  tlie  sartorius  muscle, 
l)asses  tlirough  the  saphenous  opening,  cind  empties  itself  into  tJie 
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femoral  vein,  about  an  inch  and  a  half  below  Poupart's  ligament. 
Below  the  knee  it  is  accompanied  by  the  internal  saphenous  nerve, 
and  a  good  deal  of  the  pain  and  discomfort  felt  in  varix  of  this 
vein  is  believed  to  be  due  to  pressure  on  this  nerve. 

Varix  is  due  to  a  want  of  balance  between  the  internal  and 
external  pressure,  and  takes  place  more  especially  in  cases  where 
the  backward  pressure  is  increased,  and  the  power  of  resistance 
lessened  from  any  cause.  Treatment. — Always  treat  them,  in  the 
first  instance,  as  a  Physician,  not  as  a  Surgeon,  by  removing  all 
causes  of  backward  pressure,  as  loaded  bowels;  and  give  external 
support  by  elastic  webbing,  put  on  hefore  the  imtient  gets  out  of 
led  in  the  morninrj — i.e.,  while  his  legs  are  still  in  the  horizontal 
position.  Operative  IVIeasures.— (1)  By  Open  Incisions,  and 
through  this  cut  out  a  part  of  the  vein;  this  may  be  done  in 
cases  where  a  single  vein  only  is  involved,  but  with  strict  antiseptic 
precautions.  (2)  By  Subcutaneous  Methods— (a)  MuUijple  Suh- 
cutaneuus  Lkjature  (Duncan),  with  prepared  catgut  or  carbolised 
silk ;  this  can  only  be  done  in  cases  Avhere  the  vein  is  mobile  and 
tlie  tissues  soft ;  {b)  Injection  of  Coagulants,  where  the  tissues  are 
hard  and  brawny,  and  the  vein  fixed  and  sunk  as  in  a  mould 
of  plaster  of  Paris.  Many  inject  ferric  chloride  or  carbolic  acid, 
or  use  electrolysis ;  in  the  treatment  by  injection  or  electrolysis, 
always  cut  off  the  vein,  by  a  bandage,  from  the  general  circulation 
for  at  least  half-an-hour. 

Varicose  veins  occasionally  "  burst."  When  this  happens,  the 
patient  will  soon  bleed  to  death  unless  iH'ompt  measures  are 
adopted.  In  this  case  the  blood  flows  chiefly  from  the  cardiac 
side,  not  from  the  arterial  side  ;  this  is  because  the  valves  above 
the  rupture  are  aU  incompetent,  so  that  the  blood  gushes  down 
directly  from  tlie  abdominal  veins.  The  first  thing  to  be  done  is 
to  place  a  finger  on  the  bleeding  point  and  then  make  the  patient 
lie  down  flat  on  liis  back,  and  after  that  elevate  the  leg ;  for  if  the 
leg  be  elevated  ever  so  little  above  the  patient's  body,  the  bleeding 
stops  at  once,  as  blood  cannot  run  up-hill.  To  stop  it  permanently, 
we  may  then  apply  a  pad  of  dry  lint  or  wool  with  a  bandage ;  or, 
if  in  the  country  and  nothing  else  at  hand,  roll  a  piece  of  flat 
slate-stone,  or  a  penny,  into  a  handkerchief,  and  bind  it  firmly  over 
the  ruptured  spot. 
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CHAPTER  XXXIII. 

THE    LOWER  EXTREMITY 

(  Continued ). 
POPLITEAL  SPACE. 

This  is  a  diaiuoud-shaped  cavity  situated  at  the  back  of  the  knee 
joint.  Boundaries.  —  (1)  The  external  superior  — the  biceps; 
(2)  the  internal  superior- — tlie  semi  -  teudiuosus,  semi-meiu- 
brauosus,  and,  further  back,  the  gracilis  and  sartorius;  (3)  the 
external  inferior — tlie  outer  head  of  the  gastrocnemius  and  the 
plantaris;  and  (4)  the  internal  inferior  —  the  inner  head  uf 
the  gastrocnemius.  Tiie  roof  is  formed  by  the  dense  popliteal 
fascia  ;  and  tlic  floor  is  formed  by  the  popliteal  surface  (trigone ) 
of  the  femur,  the  posterior  ligament  of  the  knee  joint,  and 
the  popliteus,  covered  by  its  fascia.  Contents. — (1)  The  small 
sciatic  nerve ;  (2)  the  internal  and  external  popliteal  nerve.s, 
and  their  branches ;  (3)  the  popliteal  artery,  Avitli  its  brandies  ; 
(4)  the  popliteal  vein,  with  its  tributaries,  especially  the  external 
or  short  sapheua  vein ;  (5)  the  articular  branch  of  the  obturator 
nerve;  (6)  fat  aud  areolar  tissue;  and  (7)  four  or  five  lymphatic 
glands,  deeply  i^laced  beside  the  great  vessels.  It  is  important 
to  note  that  there  is  a  layer  of  fatty  tissue,  of  some  thickness, 
iuterijosed  between  the  artery  aud  the  trigone  of  the  femui',  but  that 
the  vessel  lies  close  to  the  tibia.  Tliis  is  proljably  the  reason  Avhy 
trigoue-uccrosis  so  rarely  causes  ulceration  of  the  popliteal  artery. 

Abscess  in  the  Popliteal  Space  may  arise  as  a  result  of 
inflammation  of  the  lymphatic- glands,  due  to  poisoned  sores  on 
the  outer  asj^ect  of  the  foot ;  the  pus  in  this  case  cannot  reach  tlie 
surface  tlirough  tlie  dense  fascia  forming  the  roof  of  tlie  sjjace,  and 
it  ihureibre  lends  to  burrow  in  otlier  dircctiuiis.    It  may  i)ass  up 
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the  thigli,  along  the  sheath  of  the  great  sciatic  nerve,  or  along  the 
vessels  through  the  opening  in  the  adductor  magnus ;  it  may  also 
ulcerate  into  the  popliteal  vessels  or  open  into  the  joint;  it  may 
also  pass  down  the  leg,  along  the  course  of  the  great  vessels  and 
nerves.  The  popliteal  space  is  the  second  most  common  seat  of 
Aneurism,  and  the  internal  popliteal  nerve  heing  pressed  upon, 
gives  rise  to  "  rheumatic  pains  the  aneurism  may  open  into  the 
knee  joint. 

The  Trigone  of  the  Femur  is  very  frequently  the  seat  of  "acute 
necrosis;"  the  process  of  separation  in  this  case  is  exceedingly 
prolonged,  as  we  are  apt  to  have  caries,  necrosis,  hypertrophic 
ostitis  and  periostitis  and  sclerosis  all  together ;  it  may  go  on  for 
ten  or  twelve  years,  and  art  can  do  little,  as  there  is  very  rarely 
a  distinct  necrosis  to  remove.  The  ulcerative  process  occasionally 
opens  into  the  popliteal  artery.  In  opening  ahscesses  in  the 
popliteal  space,  as  in  "  acute  necrosis,"  the  incision  is  made  on 
the  ouiir  side,  to  avoid  the  popliteal  artery,  and  parallel  with  the 
anterior  horder  of  the  biceps,  so  as  to  avoid  the  synovial  pouch 
and  yet  open  into  the  space.  In  the  young,  the  periosteum, 
except  at  the  points  where  muscles  are  inserted,  is  but  very  loosely 
attached  to  the  bone.  It  is  probably  for  this  reason,  together  with 
the  fact  that  the  posterior  ligament  of  the  knee  joint  is  firmly 
attached  to  the  lower  end  of  the  femur,  that  tiigone-necrosis  is 
so  frequent;  any  hyper-extension  of  the  knee  joint,  as  when  a 
person  falls  forwards,  puts  a  great  and  sudden  strain  on  the 
posterior  ligament,  and  this  is  apt  to  tear  away  the  periosteimi,  to 
a  greater  or  less  extent,  from  the  trigone. 

Synovial  Cysts  (Bakeb)  are  common  in  the  popliteal  space,  and 
they  may  or  may  not  communicate  with  the  cavity  of  the  joint, 
and  for  tliis  reason  they  must  not  bo  interfered  Avitli  raslily,  and 
always  with  strict  antiseptic  precautions;  such  cysts  often  occur  in 
ease.s  of  osteo- arthritis,  Cuakcut's  disease,  and  ordinary  rheumatic 
affections,  and  may  simulate  an  aneurism,  as  tliey  nuiy  lie  over  the 
popliteal  artery,  and  be  ail'ected  by  its  pulsations.  The  cyst  may 
reach  as  low  as  the  middle  of  the'  calf.  Similar  cysts  also  occur 
in  connection  witli  tlie  shoulder  joint,  and  may  pass  along  the 
long  head  of  the  biceps  as  far  as  the  middle  of  the  arm.  Chronic 
nbscesses  often  follow  an  exactly  similar  course. 


^'^^  Applied  Anatomy: 

The  External  or  Short  Saphenous  Vein.— This  vein  begins  on 
the  outer  side  of  the  dorsum  of  the  foot,  ascends  heUnd  the  outer 
maUeolus,  along  the  outer  border  of  the  tendo  achillis,  and  reaches 
the  middle  of  the  posterior  aspect  of  the  leg,  perforates  the  deep 
fascia  at  the  lower  part  of  the  popliteal  space,  and  empties  itself 
into  the  popliteal  vein ;  from  the  middle  of  the  calf  dowuM^ards 
it  IS  accompanied  by  the  external  saphenous  nerve.    This  nerve  is 
formed  by  the  union  of  tlie  ramus  communicaivs  tibialis,  from  the 
internal  popliteal,  with  the  ramus  communicans  fihularis,  from  the 
external.     (The  branch  from  the  internal  popiiteal  is  called  by 
some  the  external  or  slwrt  saphenous  nerve,  and  the  branch  from 
the  external-merely  a  communicating  branch— the  communicans 
peronei.)   The  lymphatics  accompanying  the  short  saphenous  vein 
for  the  most  part,  enter  the  glands  in  the  popliteal  space,  but  some 
pass  to  the  vertical  set  of  the  inguinal  glands. 

Division  of  Contracted  Tendons  at  the  Knee  Joint.  — To 
remedy  tlie  deformity  of  contraction  of  the  knee  joint,  division  of 
tlie  hamstring  tendons  is  sometimes  necessary.    When  tlie  knee 
is  diseased,  and  if  left  alone,  it  tends  to  become  flexed  more  and 
more  tiU  the  heel  actually  touches  the  buttock ;  this  fact  alone 
makes  all  the  theories,  about  the  contraction  being  due  to  reflex 
spasm  of  the  muscles,  untenable.    Not  only,  however,  is  it  flexed, 
but  it  tends  to  become  partially  luxated  backwards,  and  at  the 
same  time  rotated  outtoards  by  the  biceps.    The  biceps  is  inserted 
into  the  head  of  the  fibula;  the  other  two  are  towards  the  inner 
side  of  the  joint— the  semi-tendinosus  being  inserted  into  the  upper 
part  of  the  inner  surface  of  the  tibia,  the  semi-membranosus  into 
a  groove  in  the  back  of  the  internal  tuberosity  of  the  tibia.    It  is 
the  biceps  tendon,  however,  that  most  frequently  requires  division ; 
and  it  is  in  the  division  of  this  tendon  that  the  greatest  care  is 
necessary.    In  division  of  the  biceps  tendon,  the  structures  that 
must  be  avoided  are— (1)  The  external  popliteal  or  peroneal  nerve; 
and  (2)  the  inferior  external  articular  artery.  In  connection  witli  the 
other  two  tendons  we  have  merely  to  avoid  the  articular  arteries, 
wliich,  however,  are  not  in  very  close  relation  to  the  tendons  in 
question.   The  external  popliteal  nerve  passes  obliquely  downwards 
and  outwards,  lying  close  to  the  tendon  of  the  Ucejis,  and  passes 
between  it  and  the  outer  head  of  tlie  gastrocnemius,  to  a  point 
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below  tbe  head  of  the  tibuLa,  where  it  divides  into  its  terminal 
branches.  In  dividing  the  biceps,  it  is  better  to  make  a  small 
external  incision  and  cut  down  upon  it  directly,  rather  than  to 
risk  division  of  the  external  popliteal  nerve.  Should  this  nerve  be 
divided,  the  muscles  in  front  and  on  the  outer  side  of  the  leg  are 
paralj'sed— muscles  supplied  by  the  anterior  tibial  and  musculo- 
cutaneous nerves.  In  such  a  case,  tbere  will  be  "foot  drop,"  as 
weU  as  inversion — the  toes  being  pointed  and  drooping,  the  heel 
and  the  inner  border  of  the  foot  raised. 

The  Articular  Arteries  are  arranged  as  follows:  —  (1)  The 
superior  internal  passes  round  the  femur,  and  above  the  inner 
condyle,  under  the  tendons  of  the  adductor  magnus,  semi-mem- 
branosus,  and  semi-ten  din  osus  muscles;  (2)  the  superior  external 
passes  round  just  above  the  outer  condyle,  beneath  the  tendon  of 
the  biceps;  (3)  the  inferior  internal  passes  down  below  the 
internal  tuberosity  of  the  tibia,  beneath  the  lateral  ligament  and 
the  tendons  of  the  sartorius,  semi  -  tendinosus,  and  the  gracilis  ; 
and  (4)  the  inferior  external  passes  above  the  head  of  tlie  fibula 
(and,  therefore,  higher  up  than  the  internal)  beneath  the  external 
lateral  ligament  and  tendon  of  the  biceps.  The  biceps  tendon 
is  divided  near  its  insertion  into  the  head  of  the  fibula ;  the 
other  tendons  are  then  put  upon  the  stretch  and  also  divided 
near  their  insertions.  The  knife  must  in  all  cases  be  entered  Avith 
its  point  directed  from  the  middle  line  of  the  leg  and  close  to  the 
tendon  to  be  divided. 

Bursas  in  tlie  Region  of  the  Knee  Joint.— There  are  eight 
altogether — two  in  front  and  six  behind.  In  front — («)  The  bursa 
patellic,  situated  in  front  of  the  patella,  being  the  structure  afiected 
in  "housemaid's  knee."  One  or  both  may  be  afiected  in  a  house- 
maid, tlie  exciting  cause  being  kneeling.  When  both  bursaj  are 
enlarged  and  thickened,  without  a  history  of  kneeling,  the  cause 
is  probably  syphilitic,  {b)  Another  bursa,  placed  between  the 
ligamentum  patellte  and  the  upper  part  of  the  tubercle  of  the  tibia. 
In  acute  infiammation  of  this  bursa  active  extension  of  tlio  knee 
joint  is  painful,  the  ligamentum  patellae  is  slightly  too  prominent, 
and  there  is  a  swelling  on  each  side  of  it,  with  fluctuation  from 
side  to  side.  Behind  there  are  six — four  on  the  outer  side  and  two 
on  the  inner.    Uuter  side — («)  One  between  the  poiditeiis  tendon 
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and  the  tibia,  a  prolongation  of  the  synovial  membrane  of  the 
knee  joint ;  (5)  one  between  the  popliteus  tendon  and  the  external 
lateral  ligament;  (c)  one  between  the  biceps  tendon  and  the 
external  ligament,  over  which  the  external  popliteal  nerve  passes 
on  its  way  round  the  head  of  the  fibula ;  and  {cl)  one  between  the 
outer  head  of  the  gastrocnemius  and  the  femur.    Inner  side— 
(a)  A  large  bursa  between  the  femur  and  the  inner  head  of  the 
gastrocnemius  and  tendon  of  semi-membranosus— the  "popliteal 
bursa;"  this  one  very  often  communicates  with  the  joint.  In 
effusion  into  this  bursa  when  the  knee  joint  is  extended,  it  becomes 
full  and  tense  and  projects  into  the  popliteal  space,  but  is  much 
less  prominent  and  tense  when  the  joint  is  flexed.    If  it  com- 
municates with  the  joint,  it  may  be  reduced  by  steady  pressure,  the 
fluid  being  squeezed  out  of  it  into  the  cavity  of  the  articulation. 
{h)  One  between  the  semi-membranosus  and  tibia.     The  burste 
on  the  inner  side  are  more  frequently  enlarged  than  those  on  the 
outer  side.     Note,  that  synovial  cysts  are  common  near  joints 
the  seat  of  osteo- arthritis,  or  of  «  Charcot's  disease,"  as  the 
knee  and  shoulder. 

Diseases  of  Bursas,  e.g.,  the  bursa  patellfe.— The  usual  aff-ections 
are  inflammatory  in  nature,  and  are  known  as  acute  and  chronic 
bursitis.    Acute  Bursitis  may  be— (a)  Serous,  or  (&)  Supimrative. 
Tor  Acute  Serous,  rest,  fomentations,  and,  later,  elastic  pressure 
or  tapping  is  required;  for  Acute  Siqjpurative,  the  only  treat- 
ment is  free  incision,  and  drainage  with  an  ordinary  india-rubber 
tube— in  this  case  catgut  or  horse-hair  drains  should  not  be  used. 
Chronic  Bursitis  may  be— (a)  Serous,  with  or  without  "melon 
seed"  bodies;  or  (6)  Lnjmpliij,  where  layer  after  layer  of  fibrin  is 
laid  down  on  the  interior  of  the  bursa;  this  varies  from  slight 
thickening  of  the  wall  to  almost  complete  solidity  (hursal  tumour ). 
The  less  marked  forms  usually  contain  serous  fluid,  with  or  without 
"melon  seed"  bodies;,  sometimes  it  contains  blood  in  its  interior. 
Tor  Chronic  Serous  Bursitis  pure  and  simple,  elastic  pressure  alone, 
or  applied  after  tapping,  may  cure;  if  not,  make  a  free  incision  and 
drain  Avith  horse-hair,  catgut,  or  the  ordinary  rubber  tube;  a  leash 
of  catgut  is  an  excellent  plan,  provided  the  ends  of  the  strands  are 
l-ept  moist  (Chiene).    For  the  chronic  serous  form,  with  thickened 
waUs  and  "melon  seed"  bodies,  incision  and  drainage  is  the  only 
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treatment,  as  the  seed-like  bodies  must  be  got  rid  of  first;  for  the 
solid  lymphy  form  (bursal  tumour),  the  only  treatment  is  excision. 
"  Loose  bodies  "  in  burste — e.g.,  in  the  pre-patellar  bursa — are  very 
often  not  "  loose  "  at  all,  but  hang  from  the  walls  of  the  sac  by 
pedicles  of  varying  length.  They  do  not  develop  from  synovial 
fringes,  as  a  bursa  has  no  fringes,  but  are  outgrowths  of  granula- 
tion tissue,  that  gradually  become  more  and  more  fibrous  and 
pedunculated.  After  excision  of  the  bursa  patellte,  patients  often 
complain  very  bitterly  of  a  severe  dragging  pain  in  the  part;  this 
is  due  to  the  unavoidable  injury  to  the  rich  pre-patellar  plexus  of 
nerves,  which  is  formed  by  branches  from  the  long  saphenous, 
internal,  and  middle  cutaneous  nerves.  As  the  wound  cicatrises, 
these  nerves  are  dragged  upon,  and  hence  the  pain. 

The  Internal  Popliteal  Nerve  supplies  directly  the  gastroc- 
nemius (both  heads),  the  plantaris,  soleus,  and  popliteus;  through 
its  continuation  (the  posterior  tibial)  it  supplies  the  tibialis  pos- 
ticus, the  flexor  longus  digitorum,  and  the  flexor  longus  hallucis. 
The  posterior  tibial  divides  into  the  plantar  nerves,  which  supply 
the  muscles  of  the  sole  of  the  foot.  When  the  internal  popliteal 
nerve  is  paralysed,  therefore,  all  these  muscles  are  also  paralysed ; 
it  is  impossible  to  extend  the  ankle  (pointing  the  toes),  or  to  flex 
the  toes,  or  raise  one's  self  on  tiptoe,  and  impossible,  therefore, 
to  walk  or  dance  properly ;  inversion  of  the  foot  is  also  impaired, 
as  the  posterior  tibial  muscle  is  paralysed. 

Internal  Condyle  of  Femur.  —  In  striimous  arthritis  of  the 
knee  this  condyle  seems  unduly  prominent,  so  much  so  as  almost 
to  suggest  the  presence  of  malignant  disease  of  the  bone.  This 
prominence  is  due  to — (1)  Atrophy  of  the  vastus  intcrnus  chiefly; 

(2)  the  possible  slight  enlargement  of  the  bone  itself,  from  ostitis; 

(3)  thickening  of  the  synovial  membrane  and  other  tissues  over 
it ;  and  (4)  a  tendency  to  knock-knee,  due  to  relaxation  of  the 
ligaments. 

GENU  VALGUM. 

Genu  Valgum,  Knock,  or  X-Knee,  is  a  condition  brought  aljout 
by  altered  pressure  relations  at  the  two  sides  of  tlie  knee  joint; 
it  is  low  at  the  inner  side  and  high  at  the  outer,  and  hence  the 
increased  growth  at  the  inner  side,  which  is  an  attempt  to  restore 


180 


Applied  Anatomy: 


■the  proper  relations,  for,  like  water,  tension  tends  to  find  its 
own  level.  Three  steps  are  usually  recognised  in  this  process — 
(1)  Tension  and  elongation  of  the  tissues  at  the  inner  side  of  the 
joint ;  (2)  relaxation  and  contracture  of  the  tissues  at  the  outer 
side ;  and  (3)  bony  deformity  —  the  increased  growth  being  due 
to  elongation  of  the  shaft,  not  tlie  epiphysis  .(Mickulicz).  There 
is  no  autero -posterior  thickening  of  the  femur,  for  when  the 
knee  is  bent  the  limb  appears  quite  straight.  Clinically,  Professor 
Chiene  divides  cases  of  knock-knee  into  two  classes — (1)  Those 
that  are  growing  Avorse;  and  (2)  those  where  no  change  is  going  on, 
and  the  parts  have  become  solidified  permanently  in  the  deformed 
position.  For  the  first  of  these  classes  the  conditions  must  be 
reversed;  the  pressure  or  tension  at  the  inner  side  of  the  joint 
must  be  increased,  while  that  at  the  outer  side  must  be  diminished. 
This  is  to  be  accomplished  by  some  fonn  of  external  splint,  and 
then  an  elastic  bandage  to  draw  the  knee  towards  the  splint ;  the 
most  important  point  in  putting  up  this  apparatus  is  to  avoid 
rotation  of  the  liml).  In  the  second  class  of  cases  some  operative 
Ibrm  of  treatment  is  indicated. 

1.  Ogston's  Operation.— Flex  the  knee  as  fully  as  possible 
and  enter  a  long  tenotomy  knife,  flatwise,  two  or  three  inches 
above  the  inner  condyle,  and  pass  it  forwards  and  outwards  till 
its  point  is  felt  in  the  inter-condyloid  notch ;  next  turn  the  edge 
of  the  knife  towards  the  bone,  and  divide  the  soft  parts  as  the 
knife  is  withdrawn.  jSTow  introduce  an  Adams's  saw,  and  divide  the 
condyle  for  about  three-quarters  of  its  thickness;  then  remove  the 
■saAV  and  forcibly  straighten  the  limb,  when  the  condyle  is  broken 
oH'  and  slips  upwards  over  the  sawn  surface.  The  great  objection 
to  this  operation  is  that  it  opens  into  the  knee  joint,  and  is  espe- 
cially apt,  therefore,  to  lead  later  to  chronic  rheumatic  arthritis. 
This  is  avoided  by 

2.  Professor  Chiene's  Operation.— He  removes  a  Avedge,  by 
means  of  a  chisel  and  mallet,  from  tlie  base  of  the  inner  condyle, 
but  in  such  a  way  that  the  knee  joint  is  not  opened  into.  The 
instruments  required  for  this  operation  are  the  same  as  in  the 
next  operation,  and  the  part  of  the  femur  operated  upon  is  also 
tlio  same  as  in  Macewkn's  operation.  It  is  a  small,  triangular- 
shaped,  muscular  interval,  the  bone  forming  its  floor  (Fig.  163). 
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Anteriorly,  it  is  bounded  by  the  fibres  of  tlie  vastus  internus; 
posteriorly,  by  the  tendon  of  the  adductor  magnus  and  a  branch 
of  the  anastomotica  magna ;  and  below,  by  the  superior  internal 
articular  artery.  The  lower  and  posterior  walls  especially  must 
be  avoided  duruig  the  operation,  lest  these  vessels  be  wounded. 
He  removes  the  wedge  by  Macewen's  mallet  and  "chisel."  He 
malves  an  incision  of  sufficient  length  in  front  of  and  above  the 
"adductor  tubercle,"  through  which  he  removes  the  wedge;  the 
long  axis  of  the  wedge  runs  downwards  and  outwards  towards  the 
intercondyloid  notch.  After  its  removal  the  limb  is  bent  straight, 
as  in  Ogston's  operation. 

Fig.  163. 
Genu  Valgum  Triangle— Right  Side. 


Vastus  Intennis  

Floor  of  Triangle, 
formed  by  the 
Femur  


Branch  of  the  Anas- 
tomotica Magna. 


Adductor  Magnus. 


Superior  Internal 
Articular  Ai-teiy. 


3.  Macewen's  Operation.— Instruments  required— (1)  A  long, 
straight  bistoury  3  (2)  means  to  command  the  circulation  through 
the  limb,  as  Esmakch's  elastic  bandage  and  Petit's  tourniquet,  for 
the  operation  should  be  bloodless;  (3)  a  set  of  osteotomes,  or  bone 
chisels;  (4)  wooden  mallet,  about  a  pound  and  a  half  in  weight; 
(5)  a  bag  of  moist  santl;  also  (G)  sponges,  needles,  horse -hair 
sutures,  carbolic  spray,  etc.  The  limb  is  first  renderetl  bloodless 
by  JOsJi  arch's  elastic  bandage  and  Petit's  tourniquet  applied  above 
the  knee.  The  part  is  then  soaked  with  1  to  20,  shaved  if  neces- 
sary, and  the  spray  directed  on  the  seat  of  the  operation. 
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Place  of  Incision.— On  the  inner  side  of  the  limb  at  the 
point  where  the  two  following  lines  intersect:— (a)  A  line  drawn 
a  ftQger's-breadth  above  the  level  of  the  upper  border  of  the 
external  condyle  round  the  limb  to  the  inner  side;  and  (i)  a  line 
drawn  parallel  with,  and  half-an-inch  in  front  of,  the  tendon  of  the 

Fig.  164.  Fig.  165. 

Macewen's  Osteotome.  A  Chisel. 


Observe  how  tlie  point  of  a  "  cliisel "  differs  from  that  of  an  "  osteotome. '» 

adductor  magnus.  At  this  point  a  longitudinal  incision  is  made 
of  sufficient  size  to  readily  admit  the  osteotome,  the  knife  cutting 
at  once  to  the  bone,  the  knee  joint  being  previously  bent,  and  its 
outer  side  laid  on  the  sand  bag.  One  assistant  steadies  the  thigh, 
while  another  steadies  the  leg.    Before  withdrawing  the  knife,  the 
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largest  "  osteotome  "  is  introduced  longitudinally  by  its  side,  till  it 
readies  the  bone  (Fig.  164);  the  knife  is  then  withdrawn,  and  the 
osteotome  turned  transversely  to  the  long  axis  of  the  femur,  but  in 
doing  so  do  not  press  too  heavily  upon  it,  lest  the  periosteum  be 
stripped  off  the  bone.  By  means  of  the  mallet  and  osteotome  the 
bone  is  then  divided,  the  operator  bearing  in  mind  that  the  ouUv 
side  of  the  femur,  in  this  situation,  is  much  broader  in  the  antero- 
posterior diameter  than  the  inner,  and  directing  the  osteotomes  ac- 
cordingly, and  always  working  away  from  the  popliteal  artery — i.e., 
from  behind  forwards,  and  towards  the  outer  side.  As  the  incision 
is  carried  through  the  bone,  finer-pointed  osteotomes  may  be  used 
till  about  two-thirds  of  the  bone  is  divided.  After  each  blow  with 
the  mallet  the  osteotome  must  be  moved  a  little  from  side  to  side 
in  the  longitudinal  axis  of  the  limb,  to  prevent  its  point  becoming 
fixed.  After  the  bone  is  divided  sufficiently,  a  sponge  saturated 
with  1  to  40  is  placed  over  the  wound,  the  Surgeon  holding  this 
in  one  hand,  which  he  at  the  same  time  employs  as  a  fulcrum, 
while  the  other  hand  grasps  the  limb  lower  down  and,  using  it  as 
a  lever,  bends  the  bone  in  an  inward  direction  till  it  is  brought 
into  a  straight  line,  or  even  slightly  past  it,  so  as  to  make  it  a  little 
bow-legged  ( genu  varum ).  Another  very  good  plan  is,  I  think,  to 
first  bend  the  bone  cloivnwards  over  the  sand -bag  on  which  it  is 
resting  till  it  cracks,  when  it  can  readily  be  brought  into  proper 
position  by  bendiug  it  in  an  opposite  direction.  It  is  always 
better  to  slightly  overdo  the  straightening,  making  the  patient 
rather  bow-legged;  in  this  way  it  is  quite  possible,  and  even  likely, 
that  a  slight  gap  is  left  on  the  outer  side  of  the  femur,  but  covered 
by  periosteum. 

The  Structures  divided  in  this  operation  are  the  skin,  super- 
ficial fascia,  cellular  tissue  and  fat,  deep  fascia,  and  a  part  of  the 
vastus  internus,  periosteum,  and  bone.  No  bone  is  removed,  the 
bony  tissue  being  simply  condensed  at  each  side  of  the  incision 
made  by  the  osteotome.  The  incision  is  above  .the  epiphysis,  so 
that  it  is  not  injured — the  epiphysis  being  on  a  level  with  the 
"adductor  tubercle."  The  flexing  of  the  knee  carries  the  synovial 
pouch  down  out  of  the  way,  and  besides,  the  mode  of  entering  the 
osteotome  would  push  it  aside.  The  femoral  artery  is  well  out  of 
the  way ;  the  superior  internal  articular  runs  below  the  line  of  the 
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incision,  and  tlie  anastomotica  magna  runs  parallel  with  and  close 
to  the  tendon  of  the  adductor  magnus,  and  is,  therefore,  behind  the 
incision.  Dr  Duncan  performs  this  operation  on  the  outer  side, 
and  when  the  limb  is  straightened  there  is  a  cuneiform  gap  left, 
which  will  fill  up  with  new  bone.  By  this  means  the  bone  is 
niore  easily  broken,  and  the  straightening  more  easily  overdone; 
the  Avound  also  is  on  the  outer  side,  and  well  out  of  the  way,  there- 
fore, of  any  subsequent  pressure  by  splints  or  bandages.  Whatever 
method  be  adopted,  it  is  of  the  greatest  importance  to  do  it  with 
the  strictest  antiseptic  precautions,  as  all  produce  a  compound 
fracture  of  tlie  femur,  close  to  the  knee  joint. 

After  Treatment. — A  single  or  double  long  splint  is  applied, 
according  as  one  or  both  knees  have  been  operated  upon ;  it  may 
also  be  necessary  to  apply  extension  by  means  of  the  weight  and 
pulley.  There  is  a  short  shelf  attached  to  the  lower  edge  of  the 
long  splint  opposite  the  knee,  passing  inwards,  and  on  this  the 
back  of  the  joint  rests.  The  leg  must  be  securely  bandaged  to 
the  splint,  and,  as  usual,  in  knock-knee  cases,  care  taken  to  avoid 
all  rotation  of  the  limb. 

CLUB  FOOT. 

There  are  four  primary  varieties  of  this  deformity — (1)  Talipes 
varus  (or,  more  usually,  talipes  equino-varus ;  the  sole  of  the 
foot  looking  inwards,  and  the  heel  being  usually  a  little  raised); 

(2)  talipes  equinus  (in  this  form  the  heel  alone  is  raised); 

(3)  talipes  valgus ;  and  (4)  talipes  calcaneus.  It  may  either  be 
congenital  or  acquired,  and  is  said  to  be  more  common  in  boys. 
It  is  very  often  a  result  of  infantile  paralysis,  a  disease  attacking 
children  usually  about  a  year  and  nine  months  old,  and  due  to 
destruction  of  the  cells  in  the  anterior  horn  of  the  spinal  cord. 
When  congenital,  one  ought  always  to  look  for  spina  bifida,  evident 
or  occult. 

1.  Talipes  Varus. — This  is  the  most  common  form  of  congenital 
club  foot — or  rather  talipes  equino-varus,  as  it  is  rarely  pure.  "\Mien 
it  is  congenital,  usually  both  feet  are  affected,  and  it  is  frequently 
associated  with  S2nna  bifida.  In  some  cases,  however,  it  is  ac- 
quired, and,  when  this  is  the  case,  usually  only  one  foot  is  affected. 
In  early  foetal  life  the  back  of  the  lower  extremity  lies  in  contact 
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with  the  belly  wall,  but  as  development  proceeds  it  rotates  so 
that  the  calf  comes  to  look  backwards  and  the  sole  of  the  foot 
downwards.  Talipes  equino-varus  may  be  regarded  as  due  to  an 
imperfect  rotation,  and  so  also  the  fact  that  all  children  seem  to 
be  born  with  the  first  stage  of  club  foot,  and  also  of  bandy  leg. 
The  natural  position  of  the  foot  is  talipes  equino-varus. .  In 
congenital  cases  of  one  foot,  it  is  twice  as  often  found  in  the 
right  foot,  and  most  frequently  in  boys;  further,  it  is  hereditary, 
bemg  transmitted  through  the  male  side.  Causes— Contraction 
of  (rt)  tibialis  anticus  and  posticus,  {h)  the  muscles  of  the  calf, 
and  (c)  the  plantar  fascia.  It  may  be  caused  by  paralysis  or 
spasm;  it  is  usually  from  paralysis  of  certain  groups  of  muscles; 
and  the  constantly  acting  tonus  of  the  opposing  group,  together 
with  the  natural  position  of  the  limb,  carry  the  foot  round.  The 
great  cause  is  infantile  paralysis.  Changes  produced— (1)  The  heel 
is  raised  and  the  toes  pointed;  (2)  there  is  inversion  and  adduction 
of  the  foot ;  (3)  contraction  of  all  tissues,  soft  and  hard,  on  the 
inner  side  of  the  sole,  from  constant  pressure  preventing  growth ; 
and  (4)  lengthening  of  all  the  tissues  on  the  outer  side,  because 
there  is  too  little  pressure. 

Treatment.  —  The  treatment  is  division  of  the  contracted 
structures;  as  to  the  order  in  which  they  should  be  divided  there 
is  considerable  variety  of  opinion.  Mr  Chiene's  excellent  rule  is 
to  divide  the  tensest  structure  first,  and  then  the  next,  and  so  on 
till  all  the  resisting  structures  are  divided,  and  do  it  at  the  place 
Avhere  they  are  most  easily  reached.  A  very  sharp  Icnife  mus]^  be 
used  as  there  must  be  no  sawing  movement,  as  this  might^^inp  in 
air,  and,  if  cutting  towards  the  skin,  one  is  more  apt  to  go  through 
it.  There  must  be  some  mark  also  on  the  handle  of  the  knife  to 
let  the  operator  know  where  the  cutting  edge  lies  after  it  is  intro- 
duced; it  is  better  always  to  pass  the  knife  between  the  skin  and 
the  tendon  and  cut  from  the  skin.  The  assistant  has  three  things 
to  do — (1)  He  must  first  make  the  tendons  tense,  if  they  are  not 
already  so,  in  order  to  assure  the  operator  of  tlieir  exact  position; 
(2)  he  next  relaxes  the  tendon  while  the  tenotome  is  being 
introduced;  and  (3)  makes  the  tendon  again  tense  as  the  operator 
presses  the  edge  of  the  knife  against  it.  The  tendons  of  the 
tibialis  anticus  and  posticus  require  great  care  in  their  division. 
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on  account  of  the  close  relation  of  the  posterior  tibial  vessels,  and 
the  long  saphenous  vein.    The  tendon  of  the  tibialis  anticus  passes 
downwards  and  forwards  to  be  inserted  into  the  anterior  part  of 
the  internal  cuneiform  bone  and  the  base  of  the  first  metatarsal; 
the  tendon  of  the  tibialis  posticus  grooves  the  inner  side  of  the 
posterior  surface  of  the  tibia  just  above  the  malleolus,  and  then 
passes  downwards  and  forwards  to  bo  inserted  into  the  tubercle  of 
the  scaphoid,  and  the  posterior  part  of  the  internal  cuneiform  bone. 
The  position  of  the  tendons  may  be  ascertained  by  trying  to  evert 
the  foot,  and  thus  making  them  tense,  if  not  already  rendered  tense 
and  evident  by  the  deformity.   The  tendon  of  the  tibialis  posticus 
is  divided  an  inch  or  more  above  the  internal  malleolus,  in  order 
to  be  well  away  from  the  synovial  sheath  of  the  tendon  and  the 
dense  tube  of  fascia,  as  otherwise,  it  is  said,  the  divided  ends  might 
unite  with  the  fascial  sheath  and  so  cripple  the  action  of  the  muscle 
afterwards.   In  doing  so  be  careful  to  avoid  wounding  the  posterior 
tibial  artery  which  lies  about  a  finger's-breadth  behind  it;  to  save 
the  artery,  a  blunt-pointed  tenotomy  knife  should  be  used  after 
the  sheath  has  been  opened  by  a  sharp-pointed  tenotome.    If  the 
division  is  made  higher  up  there  is  more  danger  of  dividing  the 
flexor  longus  digitorum  than  when  it  is  done  at  the  point  named. 
In  this  situation  the  tendon  lies  midway  between  the  anterior  and 
posterior  borders  of  the  leg — a  point  of  some  importance  to  know 
when  dealing  with  the  fat  legs  of  cliildren.   Another  guide  in  such 
cases  is  to  carry  the  thumb  or  finger  nail  over  the  surface  of  tlie 
tibia  till  it  just  sinks  over  its  inner  border;  this  will  indicate  the 
portion  of  the  tendon  and  the  point  where  it  should  be  divided. 
The  assistant  flexes  and  abducts  to  make  the  tendon  tense,  and 
the  operator  then  places  his  left  thumb  on  the  place  where  he 
is  to  divide  it,  and  keeps  it  there  till  the  tendon  is  divided; 
after  which  a  dossil  of  corrosive  wool  is  placed  on  the  puncture. 
Sometimes  the  posterior  tibial  artery  is  divided;  this  is  known 
by  the  sudden  blanching  of  the  sole  of  the  foot,  and  increase  of 
bleeding  from  the  wound ;  this  accident  is  of  no  consequence  in 
an  infant.     In  older  cases,  however,  it  may  be  the  origin  of  a 
traumatic  false  aneurism.   To  cure  this  perform  the  "  old  operation  " 
(see  vol.  i.,  page  11).    The  tendon  may  also  be  divided  below  the 
internal  malleolus.   The  tibialis  anticus  is  divided  on  a  level  with 
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the  internal  malleolus;  the  knife  is  passed  from  the  outer  side  of 
the  tendon  to  avoid  the  risk  of  wounding  the  dorsal  artery  of  the 
foot ;  but,  on  the  other  hand,  equal  care  must  be  taken  not  to 
divide  the  trunk  of  the  internal  or  long  saphena  vein,  which  lies 
to  the  inner  side  of  the  tendon  in  question.  The  assistant  first 
abducts  and  extends  the  foot  to  make  the  tendon  tense.  The 
plantar  fascia  is  divided,  if  necessary,  an  inch  in  front  of  its 
attachment  to  the  os  calcis,  as  at  this  point  it  is  narrowest.  By 
leaving  the  division  of  the  tendo  achillis  to  the  last  we  have  a 
fulcrum  or  fixed  point,  by  which  we  can  twist  the  foot  into  a 
proper  position.  If  the  division  of  the  other  structures  is  not 
sufficient,  then  the  tendo  achillis  must  also  be  divided.  It  is 
divided  about  an  inch  above  the  os  calcis,  as  at  this  point  the 
tendon  is  contracted,  and,  further,  it  is  above  the  large  bursa 
which  lies  between  it  and  the  upper  part  of  the  posterior  surface 
of  the  OS  calcis.  The  knife  is  entered  from  the  inner  side  to  avoid 
the  posterior  tibial  vessels. 

Besides  section  of  ligaments  and  tendons,  in  some  cases  other 
means  are  necessary.  We  may,  for  example— (1)  Kemove  the 
cuboid  bone  (Little),  or  take  a  wedge  out  of  it.  (2)  We  may 
remove  the  astragalus  (Lund);  or  (3)  remove  a  wedge-shaped  mass 
of  bone  from  the  tarsus  (Davies-Collby).  In  cases  where  a  wedge 
is  removed,  whether  from  the  cuboid  or  tarsus,  the  piece  removed 
must  be  wedge-shaped  in  two  directions,  wider  on  the  outer  than 
the  inner  side,  and  wider  above  than  below.  It  cannot,  however, 
be  too  strongly  insisted  upon  that  all  operative  measures  are  merely 
preliminary  to  treatment ;  the  real  treatment  is  to  persistently 
keep  the  foot  in  good  position  for  a  lengthened  period  by  proper 
apparatus  and  dressings.  Strictly  speaking,  Davies  -  Colley's 
operation  should  be  performed  by  means  of  an  incision  on  the  outer 
side  of  the  foot  only,  but  the  operation  is  rendered  much  easier  when 
a  free  incision  is  made  on  the  inner  side  of  the  foot  as  well. 

2.  Talipes  Equinus. — Tliis  form  has  hardly  ever  been  known 
to  occur  as  a  congenital  deformity,  although  it  is  the  commonest 
acquired  form.  Causes — (a)  Contraction  of  the  gastrocnemius  and 
soleus;  {h)  paralysis  of  the  anterior  group  of  muscles  from  infantile 
diseases;  (c)  irritation,  caused  by  worms;  {d)  nervous  disturbances 
during  teething;  {f)  abscess  in  the  calf  of  the  leg,  crippling  the 
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muscles  of  the  calf ;  and  (/)  flexion  of  tlie  knee  and  extension  of 
the  ankle  during  the  natural  cure  of  ankle  joint  disease — from  not 
keeping  the  knee  straight  and  the  foot  at  right  angles  to  the  leg. 
The  first  phalanges  are  subluxated  on  the  heads  of  the  metatarsal 
bones,  these  latter  being  flexed  and  depressed  into  the  sole  of  the 
foot,  increasing  very  markedly  the  plantar  arch  :  in  fact,  it  is 
a  reversion  of  the  foot  and  mode  of  walking  to  the  Digitigrade 
section  of  the  Caruivora — walking  on  the  ends  of  the  metatarsals. 
In  the  acquired  form  the  hollow  on  the  sole  of  the  foot  is  much 
greater  than  in  the  congenital  form,  the  drop  of  the  anterior  part 
of  the  foot  being  also  much  greater. 

Treatment. — Division  of  the  tendo  achillis.  It  should  be 
observed  that  both  in  talipes  equinus  and  in  talipes  equino-varus 
it  may  be  impossible  to  put  the  foot  into  good  position  at  once, 
after  the  division  of  the  tendons,  etc.,  as  the  narrow  posterior  part 
of  the  astragalus,  being  persistently  kept  in  the  wider  anterior 
part  of  the  tibio-fibular  mortise,  naturally  grows  faster  and  fills  up 
tliat  part,  and  consequently  it  will  be  impossible,  for  some  time, 
to  force  it  back  into  its  own  narrower  part  of  the  mortise. 

3.  Talipes  Valgus  (or  more  usually  calcaneo-valgus). — In  this 
case  the  foot  is  everted,  the  outer  side  of  the  foot  being  raised,  and 
sometimes  the  anterior  part  of  the  foot  also  ( calcaneo-valgus ).  In 
this  deformity  the  tendency,  in  the  first  instance,  is  to  obliteration 
of  the  arches  of  the  foot,  giving  rise  to  flat  or  splay  foot  ( talipes 
2)lanusJ,  and  afterwards  the  outer  side  of  the  foot  is  raised  by 
contraction  of  the  peronei  muscles.  Causes — (a)  Relaxation  of 
the  ligaments  siq^porting  the  jjlantar  arches  (see  vol.  i.,  page  407), 
with  contraction  of  the  peronei ;  (b)  over-fatigue  in  standing 
(and,  therefore,  likely  to  occur  in  young  women  in  shops  where 
the  barbarous  custom  is  enforced  of  standing  from  morning  till 
night  behind  the  counter,  with  but  little  intermission),  carrying 
heavy  weights  on  the  head,  etc. ;  (c)  sliding  the  foot  in  walking, 
or  twisting  it  so  as  to  press  on  its  inner  side;  and  {d)  it  may 
be  hysterical. 

Treatment. — (a)  Constitutional,  aided  by  rubbing,  galvanism, 
etc.;  (i)  if  not  very  j)ronounced,  it  may  be  cured  by  adapting  the 
sole  of  the  boot  so  as  to  restore  and  support  the  arch  of  the  foot; 
and  (c)  it  may  be  necessary  to  divide  the  peronei  tendons. 
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The  peroneus  tertius  passes  beneatli  the  anterior  annular  liga- 
ment of  the  ankle  joint,  and  is  inserted  into  the  inner  side  of  the 
base  of  the  fifth  metatarsal  hone;  the  peroneus  longus  lies  m  the 
groove  behind  the  external  malleolus,  curves  forwards  and  down- 
wards on  the  outer  side  of  the  os  calcis  below  the  peroneal  tubercle, 
curves  inwards,  lymg  in  the  groove  of  the  cirboid,  and  passes  to  be 
inserted  into  the  outer  side  of  the  base  of  the  first  metatarsal  and 
internal  cuneiform  bones  (it  is  inserted  into  the  same  two  bones  as 
the  tibialis  aiitinis);  the  peroneus  brevis  also  lies  in  the  groove  on 
the  back  of  the  lower  end  of  the  fibula,  but  passes  along  the  side 
of  the  OS  calcis  above  the  peroneal  tubercle,  and  is  inserted  into 
the  prominent  tip  of  the  fifth  metatarsal  bone.    It  is  rarely  neces- 
sary to  divide  these  tendons;  it  will  generally  be  found  sufficient 
to  forcibly  draw  the  foot  inwards  so  as  to  overcome  the  tension  of 
the  peronei,  and  then  fixing  the  foot  by  a  properly-constructed 
splint.     If,  however,  it  bo  found  necessary  to  divide  them,  the 
tendons  of  the  peroneus  longus  and  brevis  may  be  divided,  as  they 
lie  one  above  the  other  in  the  groove  on  the  back  of  the  fibula— 
i.e.,  behind  and  above  the  external  maUeolus;  the  tendon  of  the 
tertius  may  be  divided  near  its  insertion,  on  the  outer  side  of  the 
dorsum  of  the  foot  by  rendering  it  tense  and  inserting  a  tenotomy 
knife  between  it  and  the  skin,  and  dividing  it  in  the  usual  manner. 
In  bad  cases,  it  may  be  necessary  also  to  remove  a  wedge  from  the 
inner  border  of  tlie  foot ;  probably  the  astragalus  had  better  be 
attacked,  as  this  does  not  interfere  with  the  tendon  of  the  tibialis 
posticus,  which  would  probably  be  cut  were  the  wedge  removed 
from  the  scaphoid. 

4.  Talipes  Calcaneus.— In  this  funu  the  toes  are  raised  by 
the  extensors,  and  the  patient  wallcs  upon  his  heel.  It  is  very 
rare  to  find  this  form  congenital  (Si'BNCe),  although  some  Surgeons 
say  that  it  is  usually  congenital,  and  very  frequently  associated 
with  *:/«7<ft  bifida.  In  the  congenital  form,  the  anterior  part  of 
the  foot  points  upwards  and  forwards ;  but  in  the  acquired  form 
the  anterior  part  of  the  foot  droops  till  it  almost  touches  the 
grinmd;  hence,  there  is  a  large  hollow  between  the  heel  and 
the  toes.  Causes— («)  Contraction  of  cicatrices,  following  burns 
on  the  anterior  aspect  of  the  leg ;  (b)  contraction  of  the  flexor 
tendons  of  the  ankle  joint  and  the  extensors  of  the  toos  (indirect 
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flexors  of  the  ankle  joint;  and  (c)  paralysis  or  crippling  of  the 
muscles  of  the  calf. 

Treatment— Division  (if  other  means  fail)  of  the  tendons  that 
pass  through  the  anterior  annular  ligament— the  tibialis  anticus 
on  the  inner  side  of  the  foot,  and  the  peroneus  tertins  on  the 
outer  side  (these  two  are  direct  flexors  of  the  ankle  joint);  the 
extensor  longus  digitorum  and  the  extensor  proprius  hallucis 
(these  two  are  indirect  flexors  of  the  ankle  joint).  They  are 
divided  as  they  pass  over  the  dorsum  of  the  foot,  and  their 
position  may  be  readily  ascertained  by  rendering  them  tense. 
Care  must  be  taken  not  to  wound  the  dorsal  artery  of  the  foot, 
which  will  be  found  between  the  tendon  of  the  extensor  proprius 
hallucis  on  the  tibial  side,  and  the  innermost  tendon  of  the 
extensor  longus  digitorum  on  its  flbular  side;  neither  of  these, 
however,  lie  close  to  the  vessel.  The  anterior  tibial  nerve  lies 
to  the  outer  side  of  the  artery. 

External  Popliteal  or  Peroneal  Nerve.— This  is  the  smaller  of 
the  two  divisions  of  the  great  sciatic.    It  descends  obliquely  along 
the  outer  side  of  the  popliteal  space,  close  to  the  tendon  of  the 
biceps.     About  an  inch  below  the  head  of  the  fibula  it  pierces 
the  peroneus  longus,  and  divides  into  the  anterior  tibial,  musculo- 
cutaneous, and  recurrent  articular.    The  nerve  can  be  most  easily 
and  safely  exposed  behind  the  head  of  the  fibula,  by  using  the 
inner  edge  of  the  tendon  of  the  biceps  as  the  guide.    The  anterior 
tibial  gains  the  interosseous  space  by  passing  through  the  extensor 
longus  digitorum.  The  Anterior  Tibial  Nerve  supplies  the  tibialis 
anticus,  extensor  longus  digitorum,  peroneus  tertius,  and  extensor 
proprius  hallucis ;  when  it  is  paralysed,  therefore,  the  foot  hangs 
down,  and  the  toes  catch  the  ground  in  walking  ("foot  drop"); 
the  ankle  cannot  be  flexed,  and  only  partially  inverted  (by  the 
tibialis  posticus) ;  the  toes  can  only  be  extended  by  the  iuterossei, 
which,  as  in  the  hand,  flex  the  first  plialanges,  and  extend  the  other 
two.  In  the  foot,  this  nerve  supplies  the  extensor  brevis  digitonmi. 
The  Musculo-Cutaneous  Nerve  supplies  the  peroneus  longus  and 
brevis,  and  if  paralysed,  the  foot  cannot  be  everted,  except  to  the 
sHght  extent  effected  by  the  peroneus  tertius.     If  the  external 
iwpliteal  nerve  be  paralysed,  the  results  will  be  the  same  as  in 
paralysis  of  both  the  above  nerves;  it  is  a  frequent  result  of 
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infantile  paralysis,  and  I  have  seen  one  case  of  it  in  an  acMt 
after  typhoid  fever.  It  may  also  follow  accidental  division  of  the 
external  popliteal,  while  dividing  the  biceps  tendon. 

Hollow  Claw-foot  fj;es  emus)  is  due  to  paralysis  of  the  interossei, 
together  with  the  short  flexor  and  adductor  of  the  great  toe;  hence, 
the  extensors  of  the  first  phalanges  have  it  all  their  own  way. 

Structures  at  the  Ankle  Joint  (Fig.  166).— For  convenience  we 
begin  at  the  internal  malleolus  and  pass  outwards  over  the  front  of 
the  ankle  joint,  and  thus  round  the  ankle— (1)  The  tibialis  anticus 


Fig.  166. 
Left  Ankle  from  above. 


Extensor  Proprius  Hallucis. 


Extensor  Longiis  Digi-.^ 
tonim  and  Peroneiis 
Tertius. 


Anterior  Tibial  Nerve. 

i  Anterior  Tibial  Vessels. 

^.Tibialis  Anticus. 


 Septum. 


Tondo  Achillis 


 Tibialis  Posticus. 


-Flexor  Longus  Digi- 
torum. 


\        ^NPostorior  Tibia 
Vessels. 


•;  Posterior  Tibial  Nervo. 

Flexor  Longus  Hallucis. 


muscle;  (2)  extensor  proprius  hallucis;  (3)  anterior  tibial  vessels; 
(4)  anterior  tibial  nerve;  (5)  extensor  longus  digitormn  and  the 
peroneus  tertius;  (G)  fibula;  (7)  peroncus  longus,  with  the  brcvis 
beneath  it ;  (8)  tcndo  achillis  and  the  tendon  of  the  plantaris ; 
(9)  flexor  longus  hallucis;  (10)  posterior  tibial  nerve;  (11)  posterior 
tibial  artery,  with  its  venje  comitcs  ;  (12)  flexor  longus  digitorum  ; 
(13)  tibialis  posticus  ;  and  (14)  the  tibia.  Of  course,  it  is  only  the 
tendons  of  the  above  muscles  that  wo  find  in  this  situation. 

Observe,  also,  that  the  anterior  ciitiOJL  nerve  supplies  all  the 
muscles  passing  under  the  anterior  annular  ligament :  the  musculo- 
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cutaneous,  those  passing  under  the  external ;  the  posterior  tibial, 
those  xiassing  under  the  internal;  and  tlie  muscles  forming  the 
tendo  achillis,  hy  the  internal  popliteal  (Fig.  167). 


Fig.  167. 
Section  of  Leg.— (From  Cunnikgiuh.) 
a 


Diagram  to  sliow  tke  osteo-fiisuial  ceiiipartineiits  of  the  leg. 
t.  Tibia,  /.  Fibula ;  both  of  ivliich  are  seen  in  transverse  section. 

The  general  aponeurotic  covering  of  the  leg  is  represented 
fusing  with  tlie  periosteum  over  the  siibcutaneous  or  inner 
surface  of  the  tibia. 

a.  Interosseous  Membrane. 

h.  The  Inter-muscular  Septum  which  intervenes  between  the 
Peroneal  Muscles  and  the  Extensor  Longus  Digitorum. 

c.  The  Septum  between  the  Peroneal  Muscles  and  the 
Flexor  Longus  Hallucis  and  Soleus.  The  three  osteo-fascial 
■  compartments  are  mapped  out  and  their  contents  indicated. 
The  posterior  comx^artment  is  subdivided  into  two  parts  by  the 
deep  layer  of  fascia  {d). 

As  is  usual  in  the  case  of  muscles  contained  within  such  com- 
partments, cacli  group  has  its  own  distinctive  nerve-supply. 

Synovial  Membranes  of  the  Foot  and  Ankle  Joint.  —  They 
are  seven  in  numher — (1)  One  at  the  ankle  joint  proi^er  j  (2)  one 
in  the  posterior  calcaneo-astragaloid  articulation  ;  (3)  one  in  the 
calcaneo-talo-scaphoid  articulation ;  (4)  one  between  the  os  calcis 
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and  the  cuboid  bone ;  (5)  one  between  tlie  scaphoid  and  the  three 
cuneiform  bones,  and  also  between  the  cuneiform  bones  themselves 

Fig.  168. 
Plantar  Cutaneous  Nerves. 


External  Plantar  L  


Communicating 


-Internal  Plantar. 


Branch  (C). 


Fig.  169. 
Dorsal  Cutanf.ous  Nerves. 


Mu.sculo-Cutaneou8  


 Long  Saphenous. 

 Anterior  Tibial. 


External,  or 

Short  aaphenous — 


'and  the  bases  of  the  second  and  third  metatarsal  bones ;  (0)  one 
between  the  cuboid  and  the  bases  of  the  fourth  and  fiftli  metatarsal 

*  N 
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bones ;  and  (7)  one  between  the  internal  cuneiform  bone  and  the 
first  metatarsal  bone. 

The  Nerves  of  the  Toes— On  the  plantar  aspect  (Fig.  168) 
the  eu^iernal  iilantar  supplies  one  and  a  half  toes  (=  the  ulnar  of 
hand);  the  internal  plantar  supplies  three  and  a  half  toes  (=  the 
median  nerve  of  the  hand).  On  the  dorsal  aspect  (Fig.  169), 
the  musculo -cutaneous  nerve  supplies  three  and  a  half  toes— all 
except  the  cleft  between  the  first  and  second  toes,  and  the  outer 
side  of  the  little  toe.  The  anterior  tibial  supplies  the  cleft  between 
the  first  and  second  toes,  while  the  exter7ial  or  short  saphenous 
nerve  supplies  the  outer  side  of  the  little  toe.  The  intei-rud  or 
long  saphenous  nerve  may  sometimes  supply  the  inner  side  of  the 
big  toe,  but  it  usually  ends  at  the  "ball"  of  that  toe.  Can  this 
have  anything  to  do  with  the  "  perforating  ulcer"  so  frequently 
found  in  this  situation— e.^-.,  in  locomotor  ataxia  ^  Perforating 
ulcer  is  also  occasionally  found  in  cases  of  spina  l^ifida,  and  in 
diabetes. 

I  have  noticed  a  curious  circumstance  in  reference  to  the  big 
toe :  in  cases  of  apparently  complete  paraplegia  from  pressure  on. 
the  spinal  cord,  the  patient  can  often  just  move  the  big  toe,  but 
no  more.  I  have  also  seen  the  same  thing  in  a  middle-aged  man 
in  a  case  of  otherwise  complete  paralysis  of  one  leg,  the  result  of 
infantile  paralysis. 

Bunion. — This  is  the  formation  of  a  false  bursa  over  the  inner 
aspect  of  the  enlarged  and  projecting  head  of  the  first  metatarsal 
bone ;  the  bursa  is  apt  to  inflame  and  suppurate  from  the  irritation 
of  the  boot,  and  may  even  open  into  the  metatarso-phalangeal 
articulation,  and. in  old  people  is  specially  dangerous,  as  it  may 
be  the  starting  point  of  senile  gangrene.    It  is  caused  by  badly- 
shaped  and  narrow-toed  boots,  whereby  tlie  great  toe  is  pressed 
outwards  over  the  second  (hallux  valgus),  the  pressure  of  the  boot 
producing  the  bursa  in  the  first  instance,  and  afterwards  causing 
it  to  inflame.     When  this  has  lasted  some  time  the  tendon  of 
the  flexor  longus  hallucis  is  displaced  outwards,  and  acts  as  an 
adductor  of  the  great  toe  (to  the  middle  line  of  the  foot),  and  so 
keeps  up  the  condition.    In  severe  cases  I  have  seen  the  proximal 
phalanx  completely  dislocated  from  the  head  of  the  metatarsal 
bone. 
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The  Treatment  is  to  get  properly-shaped  boots,  having  the  inner 
border  straight,  the  toe  broad,  and  with  a  separate  compartment 
for  the  big  toe;  the  stocking  will  also  require  to  have  a  separate 
compartment  for  the  toe.  In  aggravated  cases  it  may  be  necessary 
to  perforin  osteotomy  of  the  metatarsal  bone  near  its  head,  an 
operation  resembling  Macewen's  for  genu  valgum,  and  so  bring 
it  straight.  When  the  joint  is  opened  by  suppuration  it  may  bo 
necessary  to  amputate. 

Hammer  Toe. — In  this  condition  the  proximal  phalanx  is  on 
its  normal  level,  or  but  slightly  bent  up;  the  two  distal  phalanges 
are  Tjent  down  at  an  acute  angle,  the  apex  of  which  is  formed  by 
the  articulation  between  the  first  and  second.  It  usually  occurs 
in  the  second  toe,  as  this  toe  is  frequently  longer  than  the  others, 
and  the  boot  presses  it  back,  so  that  it  becomes  bent  in  the  way 
described;  when  this  condition  lasts  for  any  length  of  time  it  is 
impossible  to  straighten  it  without  operative  measures,  on  account 
of  the  contraction  of  the  digital  prolongations  of  the  plantar  fascia. 
In  course-  of  time,  too,  the  flexor  tendons  shorten.  Over  the  angle 
on  the  upper  surface,  a  bunion  is  apt  to  form,  inflame,  and  sup- 
purate, and  may  even  open  into  the  joint.  In  the  young  it  may  be 
possible  to  put  the  toe  right  by  dividing  the  fascia  subcutaneously 
opposite  the  fii-st  phalanx,  then  straighten  the  toe,  and  use  proper 
boots  afterwards.  In  the  adult,  either  get  proper  boots  with  special 
accommodation  for  the  bunion,  or  else  amputate  the  entire  toe. 
Some  recommend  excision  of  the  head  of  the  first  phalanx,  but  the 
game  is  hardly  worth  the  candle. 

Hallux  Rigidus,  or  Stiff  Big  Toe,  is  a  condition  very  frequently 
associated  with  flat  foot;  the  toe  cannot  be  dorsiflexed  at  the 
metatarso- phalangeal  articulation,  and  all  attempts  to  do  so  are 
painful.  Tor  the  same  reason  walking  is  painful,  as  at  every  step 
the  big  toe  in  the  normal  foot  is  dorsiflexed,  and  the  patient 
therefore  tends  to  walk  on  the  outer  border  of  the  foot  to  take 
all  movement  and  pressure  off  the  great  toe.  The  cause  of  this 
condition  has  been  the  subject  of  a  good  deal  of  discussion,  but  no 
definite  conclusion  has  been  arrived  at;  in  flat-foot  the  head  of  the 
astragalus  passes  downwards,  forwards,  and  inwards,  and  no  doubt 
displaces  and  stretches  the  tendon  of  the  flexor  longus  hallucis, 
somewhat  after  the  manner  of  the  string  of  a  violin  over  the 
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"bridge."  In  treating  this  condition,  if  the  flat-foot  cannot  be 
improved,  or  the  rigidity  is  causing  much  pain,  then  the  best 
treatment  is  to  adopt  Professor  Chiene's  plan  of  letting  in  a  rigid, 
slightly  curved  steel  jilate  into  the  sole  of  the  boot,  along  the  inner 
side  of  the  foot,  so  as  to  protect  the  big  toe  from  forces  that  tend 
to  dorsiflex  it,  with,  if  necessary,  a  gutta-percha  sole,  to  protect  the 
whole  foot,  as  the  sole  seems  in  many  cases  hyperaesthetic.  But 
stiff  big  toe  is  not  by  any  means  always  a  result  of  flat-foot,  for 
in  many  cases  of  very  aggravated  forms  of  flat-foot  the  toe  can  be 
dorsiflexed  to  a  right  angle  with  the  greatest  of  ease;  it  is  quite 
possible  that  the  flat-foot  is  a  result  of  the  stiff  big  toe,  the  patient 
constantly  walking  on  the  outer  border  of  the  foot,  so  that  in  this 
way  the  arch  may  be  brought  down. 

The  second  and  third  toes,  curiously  enough,  appear  as  if  they 
sprang  from  a  common  stalk ;  the  cleft  between  them  is  not  quite 
so  deep,  either,  as  in  the  case  of  the  other  toes.  In  the  condition 
of  "webbed  toes,"  the  web  is  most  frequently  found  between 
these  toes.  The  longest  toe  is  the  second  one,  and  tliis  is  the 
predisposing  cause  of  "hammer  toe,"  the  exciting  cause  being 
badly-fitting  boots. 

"Dupuytren's  Exostosis."— The  last  phalanx  of  the  great  toe 
is  a  favourite  seat  for  the  growth  of  an  exostosis  ( osteoma ).  It  is 
called  the  subungual  exostosis,  as  it  grows  under  the  nail,  pushing 
up  that  structure  and  making  its  way  out  below  its  tip.  It  is 
probably  due  to  pressure  and  inflammation  caused  by  the  irritation 
of  a  badly-fitting  boot,  and  is  a  good  example  of  the  share  that  a 
"  local  irritation  "  takes  in  the  origin  of  tumours.  It  is  sometimes 
known  as  "  Dupuytren's  exostosis,"  as  he  was  the  first  to  direct 
special  attention  to  it. 

Lymphatics  of  the  Lower  Extremity. — As  elsewhere,  the  glands 
may  be  divided  into  superficial  and  deep  sets. 

The  Superficial  Inguinal  are  placed  immediately  under  the 
integument,  and  are  divided  into  two  sets — a  vertical  and  a  hori- 
zontal. The  liorizontal  set  are  placed  along  Poupart's  ligament, 
and  receive  the  lymphatics  from  the  integumentary  coverings  of 
the  scrotum  and  penis,  the  lower  half  of  the  abdominal  wall, 
and  from  the  perineal  and  gluteal  regions.  In  diseases,  therefore, 
of  these  regions  the  glands  will  enlarge,  as  malignant,  syphilitic 
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or  other  venereal  disease  of  the  penis  in  the  male,  or  the  labia  in 
the  female,  chimney-sweep's  cancer  of  the  scrotum,  abscess  ui  the 
perinc^um,  and  boils  about  the  anus  and  buttocks.  The  vcvhoal 
set  receive  the  superficial  vessels  of  the  lower  limb  from  the  toes 
lip  wards. 

The  Deep  aiands  are  the  Anterior  TiUal,  one  or  two  small 
cdands  somctuues  found  near  the  upper  part  of  the  anterior  tibial 
artery;  the  ropUteal,  four  or  five  glands  deeply  placed  round  the 
popliteal  artery— these  receive  the  vessels  chiefly  from  the  outer 
border  of  the  foot,  the  rest  going  dhect  to  the  femoral  set  m  the 
gi-oin;  the  Deep  Inguinal,  round  the  femoral  vessels,  and  Avhich 
receive  the  deep  lymphatics  of  the  loAver  limb. 

The  gluteal,  sciatic,  and  obturator  lymphatics,  and  the  deep 
vessels  of  the  penis,  accompany  the  veins  of  the  same  name  and 
enter  the  Pelvic  glands.  There  is  a  gland  in  the  femoral  canal,  m 
front  of  the  septum  crurale,  and  through  this  the  deep  lymphatics 
of  the  lower  extremity  communicate  with  the  glands  of  the 
abdomen ;  they  then  pass  through  the  external  iliac  glands  and 
end  in  the  lumbar.  The  gland  in  the  femoral  canal,  when  in- 
flamed, causes  great  pain  when  the  thigh  is  moved,  and  may  even 
simulate  femoral  liernia,  strangulated  and  otherwise. 
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OHAPTEE  A^XXIV. 
THE  CHEST. 

Relation  of  the  Heart  to  the  Chest  Wall.— (Fig.  170).— The 
base  of  tlie  heart  lies  a  little  below  the  level  of  the  second  costal 
cartilages;  a  line  representing  it,  therefore,  would  be  drawn  at 
this  level,  a  little  obliquely  from  riglit  to  left,  and  extending  half- 
an-incli  to  the  right  side  of  the  sternum,  but  an  inch  and  a  half 
to  the  left  of  the  same  bone.  The  highest  portion  of  the  heart  is 
formed  by  the  appendix  of  the  left  auricle,  which  reaches  as  high 
as  the  lower  border  of  the  second  costal  cartilages,  or  the  upper 
part  of  the  second  space.  The  next  point  to  mark  is  the  "  apex 
beat";  this  is  situated  between  the  fifth  and  the  sixth  ribs,  about 
three  and  a  half  inches  to  the  left  of  the  mid-sternal  line,  or  fully 
two  inches  from  the  left  margin  of  the  sternum:  it  is  close  to  the 
upper  margin  of  the  sixth  rib  (the  usual  stereotyped  and  ratber 
loose  description  is — an  inch  and  a  half  below,  and  one  inch 
internal  to  the  nipple).  It  is  well  to  note  that  in  the  normal 
condition  the  "apex  beat"  should  be  well  within  the  left  "nipple 
line."  The  right  border  is  almost  entirely  formed  by  the  right 
aui'icle;  to  indicate  it,  a  line  must  be  drawn  from  the  right  end 
of  the  base  line  in  the  second  space,  and  gently  curved  with  the 
convexity  to  the  right  side,  to  about  the  junction  of  the  fifth  costal 
cartilage  with  the  sternum.  The  lower  border  (margo  acutuf)  is 
formed  for  the  most  part  by  the  right  ventricle,  and  is  indicated 
by  a  line  drawn  from  the  junction  of  the  fifth  right  costal  cartilage 
Avith  the  sternum,  through  the  xiphi-sternal  articulation,  to  hali- 
an-incli  beyond  the  apex  beat.  The  left  border  (margo  ohtusiis)  is 
formed  by  the  loft  ventricle,  and  may  be  indicated  by  a  line  drawn 
from  lialf-au-incli  outside  the  apex  beat  to  the  left  extremity  of 
the  base  line  in  the  second  space.    The  greater  part  of  the  anterior 
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siufacc  of  the  heart  is  formed  by  the  right  ventricle.  Unless  the 
heart  be  bound  by  adhesions,  the  apex  beat  shifts  as  the  patient 
lies  on  one  or  other  side,  or  on  his  back  or  face.  In  Hypertrophy 
of  the  left  ventricle  it  is  displaced  doivnwards  and  to  the  left ;  it 
also  varies  ^vith  the  height  of  the  diaphragm.    The  most  projecting 

Fig.  170. 

To  SHOW  THE  Relation  of  the  Heart  and  Great  Vessels 
TO  Chest  Wall. 


1.  Mitral  Yalvc. 

2.  Aortic  Valve. 

3.  Tricuspid  Valve. 

4.  Pnlnionavy  Valve. 

r.  V.  Plight  Vontriclu. 


A.  Scat  of  the  Mitral  Murmurs. 

C.  Scat  of  Tricuspid  Murmurs. 

B.  Seat  of  Aortic  Murmui's. 

D.  Seat  of  Pulmonary  Murmurs. 

I.  V.  Left  Ventricle. 


part  of  the  heart  is  tlie  conus  arteriosus  of  the  right  ventricle, 
wliich  is  also  the  part  uncovered  by  lung.  "  The  part  of  the  heart 
uncovered  by  lung  corresponds  to  a  circle  two  inches  in  diameter, 
made  round  a  point  midAvay  between  the  nipple  and  the  end  of 
the  atcmum."    In  order  to  map  out  the  relative,  or  deep  cardiac 
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dullness,  it  is  sufficient  for  all  practical  purposes  to  percuss  iu 
tAvo  directions— (rt)  vertically,  an  inch  to  the  left  of  the  sternum, 
in  order  to  avoid  the  aorta;  and  (h)  transversely,  at  the  level 
of  the  fourth  rib,  to  escape  the  liver  dullness.  It  is  obtained  by 
heavy  percussion,  and  hence  called  the  deep  dulhiess,  as  the  greater 
portion  of  the  heart  is  separated  from  the  chest  Avail  by  the  over- 
lapping lung;  it  corresponds  in  shape  to  the  measurements  already 
given.  The  size  of  tlie  normal  adult  heart  is  five  inches  in  length, 
three  and  a  half  in  breadth  in  the  broadest  part,  and  tivo  and  a 
half  in  thickness.  Its  weight  in  the  adiUt  mule  varies  from  ten  to 
twelve  ounces  ;  in  the  adult  female,  from  eight  to  ten  ounces. 

Compare  the  shape  and  extent  of  the  normal  cardiac  dullness 
Avith  that  found  in  (1)  pericarditis  Avith  effusion,  (2)  hypertrophy 
of  the  heart,  and  (3)  dilatation  of  tlie  heart.     In  Pericarditis 
with  effusion,  the  sac  of  the  serous  pericardium  is  distended,  aud 
forms  a  triangular  or  pear-shaped  dullness,  passing  heyond  the 
apex  beat,  Avhen  that  is  present,  Avith  the  base  to  the  diaphragm 
and  tlie  obtuse  apex  above,  and  extending  upAvards  to  the  second 
,    rib,  or  even  higlrer  ;  the  apex  beat  also  seems  to  be  raised.  In 
Hypertrophy,  the  dullness  resembles,  so  far  as  shape  is  concerned, 
pretty  much  the  normal  cardiac  dullness,  Lut  is  increased  especially 
doAvnAvards  and  to  the  left ;  the  apex  beat  is  displaced  in  the  same 
direction,  and  is  very  much  more  poAverful  than  the  normal,  some- 
limes  making  the  Avhole  chest  heave.    In  Dilatation,  the  dullness 
is  more  square-shaped,  increasing  more  to  the  right  side  of  the 
8tenmm ;  the  apex  beat  is  indistinct  and  diffused,  and  there  may 
be  epigastric  pulsation.     Very  constantly  the  tAV'o  conditions  arc 
associated  in  causing  enlargement  of  the  heart.    The  absolute  or 
superficial  cardiac  dullness  corresponds  to  the  part  of  the  heart 
uncovered  by  the  lung,  Avhich  consists  of  the  right  ventricle.  It 
is  of  triangular  shape,  and  is  thus  mapped  out  on  the  chest  Avail, 
in  the  normal  condition.   The  right  harder  extends  along  a  little  to 
the  right  of  the  mid-sternal  line,  from  ahout  the  level  of  the  fourth 
to  that  of  the  sixth  costal  cartilage  (some  give  the  right  border  of 
the  sternum) ;  the  left  harder  is  an  irregular  line,  passing  ohliquely 
doAvuAvards  and  to  the  left  from  the  upper  end  of  tlie  right  border, 
until  it  reaches  the  outer  limit  of  the  apex  beat.    The  hase  cannot 
bo  ijercussed  out,  because  at  tliis  point  the  cardiac  merges  into  tlic 
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hepatic  dullness,  Lut  it  coiTesponds  to  a  line  drawn  from  the  upper 
limit  of  the  absolute  hepatic  dullness  on  the  right  side,  to  the  outer 
and  inferior  part  of  the  apex  beat.  This  base  line,  in  health, 
should  be  about  three  or  four  inches  in  length. 

Sounds  of  the  Heart.— There  are  two  sounds— the  first  and 
second  :  the  first  is  longer,  louder,  and  duller  than  the  second,  and 
marks  the  beginning  of  the  systole.    It  is  caused  by— (a)  Closure 
and  tension  of  the  auriculo- ventricular  valves  principally,  {h)  the 
nmscular  sound  of  the  contracting  ventricles,  and  ((■)  cardiac  impulse 
against  the  chest  wall.    The  second  sound  is  short  and  sharp,  and 
marks  the  beginning  of  the  diastole ;  it  is  caused  by  the  closure 
and  tension  of  the  aortic  and  pulmonary  semi-lunar  valves.    It  will 
thus  be  seen  that  two  sets  of  valves  give  lise  to  the  first  sound, 
and  other  tico  sets  to  the  second ;  if,  therefore,  there  be  any  want 
of  synchronism  between  the  sets  producing  a  particular  sound,  the 
sound  in  question  Avill  appear  to  be  doubled.    This  is  known  as 
reduplication.    Further,  if  one  set  of  valves  be  closed  more  quickly 
or  powerfully  than  the  other,  as  from  increased  blood-pressure 
behind  it,  on  listening  over  the  area  where  the  valve  in  question  is 
best  heard,  the  soiuid  will  appear  accentuated.    The  second  sound 
is  the  one  usually  accentuated — in  the  Aortic  Area,  in  cases  of 
aneurism  of  the  aorta,  and  in  hypertrophy  of  the  heart;  in  the 
Pulmonary  Area,  in  mitral  regurgitation  or  obstruction.  Advcn- 
titioj.13  or  abnormal  sounds,  accompanying  or  replacing  the  normal 
heart  sounds,  are  called  Murnmrs. 

Course  of  the  Blood  through  the  Heart.— It  is  poured  into 
the  right  auricle  from  the  systemic  veins,  and  from  thence  it  passes 
into  the  right  ventricle  through  the  tricuspid  valve  (right  auricuhi- 
veniricular),  then  into  the  pulmonary  artery  and  lungs,  through 
the  pulmonary  semilunar  valves;  from  the  lungs  it  passes  along  the 
pulmonary  veins  to  the  left  auricle,  and  from  thence  passes  into  the 
left  ventricle  through  the  mitral  valve  (left  auriculo-ventricular), 
and  from  the  left  ventricle  is  sent  into  the  aorta  through  the 
aortic  semilunar  valves.  Now,  in  cases  Avhere,  for  example,  the 
Mitral  Valve  is  Diseased,  the  blood  pressure  acts  back  in  exactly 
the  opposite  direction,  or  the  blood  itself  is  actually  forced  back: 
thus,  in  Mitral  Stenosis,  the  blood  is  Jcejyt  back,  and  in  Mitral 
Eeijtmjitation,  or  incompetence,  the  blood  is  sent  back.    It  is  sent 
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back  from  tho  left  ventricle  to  the  left  auricle,  from  the  left  auricle  to 
the  lungs,  from  the  lungs  through  the  pulmonary  artery  to  the  right 
ventricle,  and  from  this,  through  the  tricuspid  opening,  to  the  right 
auricle,  and  from  thence  to  the  systemic  veins,  especially  tlie  inferior 
vena  cava.  The  Secondary  Results  of  this  condition  are  numerous. 
Tlie  Cavities  of  the  Heart  will,  if  the  patient  have  sufficient  vitality, 
become  hypertrophied,  and  "compensation"  will  thus  be  produced; 
but  if  his  vitality  be  low,  they  will  dilate,  "  compensation"  will 
not  be  produced,  or,  if  present,  will  fail.  The  Lungs  suffer  from 
congestion,  a>dema,  bronchitis,  and,  iinallj',  "brown  induration": 
the  pressure  in  the  Pulmonary  Artery  is  increased,  and  hence  there 
is  accentuation  of  the  second  sound  in  the  pulmonary  area:  the 
Rigid  Ventricle  dilates,  the  tricuspid  valve  becomes  incompetent,  and 
hence  we  have  pulsation  in  the  external  jugular  vein  in  the  neck. 
This  Venous  Pulse  is  peculiar;  it  is  not  the  compact-like  throb 
of  an  arterial  pulse,  but  is  undulating  and  wavy  in  character,  and 
though  very  easily  seen,  yet,  when  the  linger  is  placed  upon  it,  cannot 
be  felt.  When  the  vein  is  emptied,  by  drawing  the  thumb  upwards 
over  its  course,  it  wUl  be  observed  to  fill  from  below  upwards  at 
each  beat  of  the  heart.  This  is  the  characteristic  diagnostic  point 
of  tricuspid  regurgitation.  The  Systemic  Veins  next  suffer,  espe- 
cially the  inferior  vena  cava;  the  veins  are  over-filled,  and  the 
various  organs  and  tissues  passively  congested :  the  Liver  undergoes 
"cyanotic  atrophy" — a  mechanical  atrophy  of  the  liver  cells,  from 
pressure  of  the  over-full  capillaries — the  change  begins  in  the 
centre  of  the  lobule,  in  tlie  region  of  the  hepatic  vein :  the  Stomach 
and  the  Intestines  are  passively  congested,  and  are  unable,  there- 
fore, to  do  their  work  properly — hence  the  indigestion;  the  Spleen 
and  Kidney  are  passively  congested,  and  become  indurated,  or 
cirrhosed :  the  Blood  deteriorates :  the  Vessels  in  the  subcutaneous 
cellular  tissue  at  the  most  dependent  parts,  as  the  feet  and  ankles, 
are  over  -  distended,  fluid  exudes  beyond  the  capacity  of  the 
lymphatics  to  remove — hence,  the  dropsy  of  the  cellular  tissue, 
or  anasarca,  Avhich  is  shown  by  the  part  "  pitting  on  pressure." 
This  dropsy  is  always  worst  in  the  evening,  and  disappears  when 
the  patient  lies  in  bed.  Compare  this  with  Renal  Dropsy,  whicli 
first  shows  itself  as  a  puffiuess  under  the  lower  eyelid,  and  is  Avorst 
in  the  morning;  and  witli  Hepatic  Dropsy,  from  pressure  on  the 
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portal  vein,  which  usuaUy  Ucjins  in  the  h^^^— Ascites.  Lastly, 
in  heart  disease,  especially  towards  the  end,  the  Peritoneal  Vessels 
transude  in  excess,  and  hence  we  have  ascites.  Observe  carefully 
that  mitral  stenosis  is  a  frequent  cause  of  "  spitting  of  blood;" 
this  condition  is,  of  course,  suggestive  of  phthisis,  and  might  mis- 
lead the  student,  unless  he  examines  the  heart.  The  back  pressure 
in  the  lungs  is  mnch  more  continuous  and  severe  in  mitral  stenosis 
than  it  is  in  mitral  regurgitation,  hence  the  haemoptysis. 

On  the  Arterial  Side,  in  cases  of  heart  disease,  we  find  the 
arteries  are  not  sufficiently  filled,  especially  those  going  to  the 
brain ;  but,  in  addition  to  this,  there  is  the  risk  of  "  vegetations  " 
being  swept  off  the  valves,  forming  emboli.  The  emboli  usually 
make  for  the  brain,  kidney,  or  spleen.  In  the  brain  they  cause 
liemiplegia,  with  cqyhasia—o&en,  however,  more  or  less  transient 
in  character ;  in  the  kidney  and  spleen  they  cause  lusmorrliarjic 
infarcts,  as  the  vessels  affected  are  "  terminal." 

A  very  curious  phenomenon  is  sometimes  observed  in  aortic 
regurgitation,  with  hypertrophy  of  the  heart,  viz.:  —  Capillary 
Pulsation.  This  may  be  observed  on  the  cheeks,  beneath  the 
naUs,  or  on  the  brow,  especially  if  the  finger-nail  be  drawn  across 
it,  so  as  to  form  a  congested  line ;  at  each  systole  the  part  flushes, 
and  during  the  diastole  it  becomes  pale. 

Cardiac  "Areas."— The  four  valves  of  the  heart,  in  relation  to 
the  chest  Avail,  are  situated  very  close  to  one  another,  round  about 
the  junction  of  the  third  left  costal  cartilage  with  the  sternum 
and  the  space  below  it,  so  close  that,  according  to  Walshe,  an 
area  of  half-an-inch  square  will  include  a  part  of  all  four. 

Position  of  the  Valves.— The  Mitral  Valve  is  close  to  the  left 
border  of  the  sternum,  just  below  the  third  costal  cartilage.  The 
Aortic  Valve  is  found  on  a  level  with  the  third  left  costal  cartilage 
behind  the  left  half  of  the  sternum.  The  Pulmonary  Valve  cor- 
responds to  its  area,"  and  is  higher  up  and  more  superficial  than 
the  aortic,  and  behind  the  junction  of  the  third  left  costal  cartilage 
with  the  sternum.  The  Tricuspid  Valve  is  behind  the  middle 
of  the  sternum,  on  a  level  with  the  fourth  coital  cartilage. 
It  will,  therefore,  be  at  once  evident  to  any  one  that  it  would 
be  impossible,  in  diseased  conditions  of  the  valves,  by  listening 
over  them,  to  detect  with  certainty  which  of  tlic  four  is  at  fault. 
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But  the  murmurs  are  conducted  («)  princijially  by  the  blood 
stream,  but  also  (&)  by  the  bones  of  the  chest  Avail,  and  advantage 
is  taken  of  this  fact  to  differentiate  the  sounds  produced  by  the 
several  valves.  The  points  on  the  chest  wall,  where  the  sounds 
are  best  heard,  are  known  as  the  "  ureas,"  and  do  not  necessarily 
correspond  to  the  position  of  the  valves  producing  the  sounds. 

1.  The  Mitral  Area  corresponds  to  the  apex  beat,  and  it  is 
here  that  we  listen  for  murmurs  produced  by  the  mitral  valve— 
the  loft  auriculo-venti'icular. 

2.  The  Aortic  Area  is  at  the  junction  of  the  second  right  costal 
cartilage  with  the  sternum ;  here  we  listen  for  murmurs  produced 
by  the  semi-lunar  valves  of  the  aortic  opening,  as  at  this  point  the 
aorta  comes  nearest  the  surface  of  the  chest  Avail. 

3.  The  Puhnonary  Area  corresponds  to  the  junction  of  tliu 
third  left  costal  cartilage  with  the  sternum,  or  the  space  imme- 
diately above  it ;  the  pulmonary  opening  is,  of  all  the  openings 
at  the  base  of  the  heart,  the  one  nearest  the  surface,  and  its  "area" 
therefore  corresponds  pretty  closely  with  the  actual  position  of  its 
valve. 

4.  The  Tricuspid  Area. — This  is  a  large  area,  almost  the  whole 
of  the  anterior  surface  of  the  right  ventricle  of  the  heart,  though 
systolic  murmurs  especially  are  best  heard  at  the  left  border  of 
the  loAver  part  of  the  sternum,  at  the  level  of  the  fourth,  fifth,  and 
sixth  left  costal  cartilages,  as  the  jet  of  blood  is  directed  toAvards 
this  point. 

];ut  CA-eu  Avhen  Ave  have  found  out  the  seat  of  the  maximum 
intensity  of  any  murmur  (endo-cardial),  in  the  cardiac  region,  that 
alone  is  not  by  any  means  sufficient  to  enable  us  to  give  an  exact 
diagnosis ;  for  this  purpose  Ave  require,  in-  addition  to  find  out 
other  tAvo  points — (a)  the  time  of  the  murmur,  Avhich  is  done  by 
placing  a  finger  on  the  apex  beat  itself,  or  else  on  the  common 
carotid  (the  radial  pulse  is  too  far  aAvay),  Avhen  Ave  knoAv  that 
the  impulse  in  the  vessels  corresponds  to  tlie  cardiac  systole; 
and  {h)  its  propagation.  Given  a  murmur,  therefore,  find  out — 
first,  its  seat  of  maximum  intensity;  second,  its  time;  and  third, 
its  propagation.  If  this  be  done  in  an  intelligent  and  systematic 
manner,  the  student  will  in  most  cases  readily  arrive  at  a  con-cct 
diagnosis. 
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Murmurs  may  be—  ,-10.1,1,  a 

1  Exo-cardial  (i-e.,  murmurs  produced  outside  the  heart), 
e  a  friction  sounds.  Murmurs  of  this  nature  are  known 
by 'three  features -(a)  By  the  double  to-and-fro  rub; 
{h)  it  seems  very  superficial  and  near  the  ear ;  and  (c)  it 
is  modified  by  pressure,  or  by  stopping  the  respirations. 
Pressure  of  the  stethoscope  will  intensify  it. 
2.  Endo-cardial  (i.e.,  murmurs  produced  inside  the  heart). 
They  may  be  :  —  {a)  Functional  —  associated  with  the 
various  forms  of  anaemia  and  blood  diseases.  This  is 
"  curable  heart  disease,"  as  it  is  not  associated  with  any 
organic  change,  but  is  a  "  bruit  of  disparity  of  size," 
simply  because,  from  the  relaxed  condition  of  the  heart 
muscle,  the  openings  are  rather  large  for  the  valves. 

Fig.  171. 
Cause  of  Bruit  de  Diable. 

1 .1  Internal  .Jugular  Vein. 


 Fascia. 


Cardiac  tonics,  as  digitahs  and  strophanthus,  will  brace 
up  the  heart,  make  the  valves  fit,  and  make  the  murmurs 
Ze«s  distinct.  Murmurs  of  this  kind  are  known  by  their 
widely-diffused  character— at  all  the  orifices— and  also 
because  they  are  always  systolic  in  time.  Like  ordinary 
murmurs,  they  are  propagated — thus  the  aortic  one  is  heard 
over  the  great  vessels  of  the  neck.  Accompanying  this 
condition  we  also  find  the  venous  hum — the  humming- 
top  bruit,  or  the  "  h'uit  de  Diahle."  This  is  best  heard 
on  the  right  side,  by  listening  over  the  sinus,  or  bulb,  of 
the  internal  jugular  vein,  in  the  interval  between  the  two 
heads  of  the  sterno-clcido-mastoid,  just  above  the  sterno- 
clavicular articulation.    It  is  a  continuous  murmur,  but 
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with  rytlimical  variations  in  intensity.    It  is  chieily  due 
to  an  alteration  in  the  calibre  of  the  vein  at  this  point. 
The  vein  partakes  of  the  general  relaxation  of  tissue,  but 
at  the  root  of  the  neck  it  passes  through  the  deep  cer- 
vical fascia,  and  at  this  spot,  therefore,  it  cannot  enlarge, 
though  it  does  so  above  and  below,  and  this  alteration  in 
calibre  causes  the  murmur  (Fig.  171).     It  is  heard  best 
on  the  right  side,  because  on  this  side  the  innominate  vein 
has  a  straight  course  into  tlie  thorax,  and  it  empties  witli 
greater  rapidity  than  the  left,  which  is  longer  and  more 
oblique.   A  similar  venous  hum  may  also  be  heard  over  the 
ophthalmic  veins  and  the  cerebral  sinuses,  {h)  Organic — 
due  to  actual  structural  changes  in  the  valves  (chronic 
endocarditis ).  —  This  form  of  disease  is,  incurable,  and 
cardiac  tonics  make  the  murmurs  more  distinct. 
For  the  purpose  of  finding  the  cardiac  areas,  and  many  other 
important  points  about  the  chest,  it  is,  of  course,  very  important 
that  the  student  should  be  able  to  count  the  ribs  easily  and 
with  certainty.    It  is  sometimes  a  little  difficult  to  be  quite  siu-e  of 
the  position  of  the  first  rib,  especially  in  stout  persons ;  but  if  the 
student  will  bear  in  mind  that  there  is  always  a  fairly  well  marked 
ridge  on  the  front  of  the  sternum  at  the  junction  of  the  first  and 
second  pieces,  and  tliat  this  corresponds  with  the  level  of  the 
second  rib,  he  will  find  no  difiiculty  Avhatever. 

Development  and  Malformations  of  the  Heart. — The  heart  is 
at  first  represented  by  two  tubes,  placed  side  by  side,  which  ver}' 
soon  fuse  into  a  single  tube.  Soon  after  this  two  transverse  con- 
strictions appear  in  the  tube,  dividing  it  into  three  chambers — 
a  posterior,  or  primitive  auricle;  an  anterior,  the  arterial  bulb  or 
trimcus  communis  arteriosus;  and  a  middle  chamber,  or  primitive 
ventricle.  About  the  third  week  of  development  the  heart  becomes 
doubled  upon  itself,  and  rej^resents  tlie  permanent  condition  found 
in  the  fish.  In  a  few  rare  cases  this  has  been  found  in  the  child 
at  birth — the  development  of  the  heart  being  arrested  about  the 
third  week,  so  that  the  child  has  only  a  single  auricle  and  a  single 
ventricle. 

A  septum  appears  about  the  sixth  week,  which  grows  upwards 
from  the  a])ex  of  the  ventricle,  dividing  the  single  cavity  into 
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two ;  this  septum  should  be  complete  about  the  eighth  week. 
Occasionally  it  is  not  completed  at  all,  but  a  permanent  opening 
remains  between  the  two  ventricles,  towards  the  base  of  the  heart. 
This  form  is  also  sometimes  met  with  in  the  human  heart,  and 
corresponds  to  the  normal  form  of  the  heart  in  the  chelonia  and 
scaly  reptiles. 

After  the  ventricular  septum  is  completed,  a  septum  appears  at 
the  upper  part  of  the  single  auricle,  and  grows  downwards,  dividing 
it  into  two  auricles ;  an  opening,  however,  exists  in  this  septum 
diuing  the  whole  of  intra-uterine  life,  called  the  foramen  ovale. 
This  foramen  shordd  close  up  a  few  days  after  the  birth  of  the 
child,  though  occasionally  it  exists  throughout  life,  so  that  the 
blood  in  the  two  auricles  is  more  or  less  mixed. 

A  partition,  also  groM's  in  the  truncus  communis  arteriosus 
dividing  it  into  the  ascending  aorta  and  the  trunk  of  the  pul- 
monary artery.  This  septum  grows  from  above  downwards,  and 
the  part  last  formed,  therefore,  is  the  part  next  to  the  ventricles. 
Occasionally  the  lower  part  of  the  septum  is  deficient,  so  that  the 
aorta  and  the  pulmonary  artery  communicate  directly  with  each 
other. 

The  leading  signs  of  such  malformations  are— (1)  The  presence 
of  marked  cyanosis,  deep  livid  or  almost  black,  affecting  the  surface 
generally;  (2)  difficult  or  gasping  respiration;  (3)  the  Hippocratic 
finger,  the  nails  being  dark  blue  and  the  tips  bulbous;  (4)  low 
external  temperature ;  (5)  sometimes  epileptiform  seizures ;  (6)  a 
hruit  at  the  base  or  mid  sternum  with  no  definite  propagation; 
and  (7)  increase  of  the  cardiac  dullness  to  the  left.  It  is  difficult 
or  impossible  to  say  which  of  the  various  malformations  are 
present. 

Relation  of  the  Lungs  and  Pleurae  to  the  Chest  Wall.— 
The  Pleurae. — Except  at  the  lower  border,  the  relation  of  the 
pleurte  to  the  chest  wall  is  the  same  as  that  of  the  lungs.  In  front, 
the  rigid  pleura  extends  to  the  seventh  rib ;  in  the  mid-axillary 
line,  to  the  ninth;  and  behind,  to  the  eleventh.  The  left  is  a  little 
lower  all  round,  probably  from  the  lower  level  of  the  diaphragm, 
reaching  as  low  as  the  tenth  rib  in  the  mid-axillary  line.  It 
should  be  noted  that  the  pleurte  may  sometimes  extend  a  little 
below  tlic  level  of  the  last  rib,  and  may  tlierefore  bo  opened  in 
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operations  on  the  Iddney,  especially  where  the  last  rib  is  removed 
to  give  more  room.  As  a  rule,  however,  they  do  not  go  beyond  the 
eleventh  rib,  so  that  the  anterior  end  of  the  twelfth  could  be  safely 
excised  without  injury  to  the  pleuraj.  In  other  parts  the  relation 
of  the  pleuraj  to  the  chest  walls  is  the  same  as  that  of  the  lungs. 
The  lungs  do  not,  as  a  rule,  go  below  the  tenth  rib. 

The  Lungs, — The  anterior  margins  of  the  lungs  lie  behind  the 
sterno-clavicular  articulation;  from  this  point  the  apices  extend  up 
into  the  neck  for  about  an  inch  and  a  half  above  the  clavicle. 
To  mark  out  the  apex,  therefore,  draw  a  line  somewhat  obhquely 
upwards  and  outwards  from  the  sterno-clavicular  articulation,  the 
highest  part  of  the  arch  being  an  inch  and  a  half  above  the 
clavicle,  and  then  curve  it  gently  down  to  the  anterior  edge  of 
the  trapezius,  on  the  same  level  as  the  sterno-clavicular  articulation. 
From  the  posterior  end  of  this  arch  the  posterior  margins  of  the 
lungs  approach  the  vertebral  column,  and  then  pass  down  about 
an  inch  external  to  the  spinous  processes.     Starting  from  the 
sterno-clavicular  articulation  the  anterior  margins  of  the  lungs 
pass  down,  approaching  each  other  obliquely  so  as  to  meet  a  little 
to  the  left  of  the  middle  line  at  the  level  of  the  junction  of  the 
jnanubrium  sterni  with  the  body  of  that  bone  {i.e.,  at  the  level  of 
the  second  costal  cartilage) — the  first  piece  of  the  sternum,  there- 
fore, being  almost  destitute  of  any  pleural  lining,  and  having  hardly 
any  lung  behind  it.    The  right  lung  extends  a  little  across  the 
mid-sternal  line,  and  maintains  this  jDosition  all  the  Avay  down. 
Between  the  two  lungs  and  pleural  sacs  in  this  position  is  a  narrow 
space — or  almost  rather  a  potential  cavity — the  anterior  medias- 
tinum.   Erom  the  level  of  the  second  costal  cartilage  the  anterior 
margins  pass  downwards,  parallel  with  each  other,  as  far  as  the 
level  of  the  fourth  costal  cartilage,  at  which  i^oiut  the  margin 
of  the  left  lung  curves  outwards  to  leave  room  for  the  heart,  a 
part  of  the  anterior  surface  of  which  is  in  this  way  left  uncovered 
(the  absolute  cardiac  dullness).  The  anterior  edge  of  the  right  lung 
continues  straight  downwards  as  far  as  the  sixth  costal  cartilage, 
where  it  joins  the  inferior  margin.    Under  ordinary  conditions  the 
loiver  margin  of  the  7'ight  lung  reaches  to  the  sixth  rib  at  the 
sternal  border:  to  the  upper  border  of  the  seventh  in  the  mam- 
inillary  line:  to  the  eighth  in  the  mid-axillary  line:  the  ninth  in 
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tho  scapular  liue :  and  to  tlie  tenth  at  tlie  vertebral  column,  some 
say  the  eleventh — roughly,  therefore,  the  levels  at  front,  sides, 
and  back  may  be  taken  as  the  sixth,  the  eighth,  and  the  tenth  ribs. 
Owing  to  the  gap  for  the  heart,  the  lower  margin  of  the  left  lung 
would  begin  about  the  seventh  or  eighth  rib,  and  then  follow  the 
same  course  as  the  right.  The  right  lung  is  shorter  than  the  left 
as  the  diaphragm  rises  higher  on  the  right  side,  to  accommodate 
the  liver.  The  left  lung  is  the  narrower,  owing  to  the  heart  and 
pericardium  encroaching  on  the  left  half  of  the  thorax.  The  right 
lung  is  the  heavier  of  the  two,  and  has  three  lobes,  while  the  left 
has  only  two. 

Special  Foems  of  Chest.— (1)  The  Phthisical  Chest.— Tu 

persons  predisposed  to  phthisis  the  chest  is  long  and  narrow, 
often  iiattened  from  before  backM^ards,  with  great  obliquity  of 
the  ribs;  the  scapuhe  project  in  a  wing-like  manner;  hence, 
this  form  of  chest  is  often  called  the  "  alar,"  or  "  pterygoid." 

(2)  The  Rickety  Chest.— In  this  form  the  sides  of  the  chest 
are  flattened  and  the  sternum  is  thrown  forwards,  so  that  a 
transverse  section  of  the  chest  would  almost  be  triangular.  The 
transverse  diameter  of  the  chest  is  less  than  it  should  be,  whereas 
the  autcro-posterior  is  greater  than  it  should  be ;  hence,  the  name 
of  "  pigeon  breast "  is  applied  to  this  form  of  chest.  It  is  caused 
chiefly  by  the  atmospheric  pressure,  from  the  difference  betAveen  the 
opening  of  the  glottis  and  the  rate  of  descent  of  the  diaphragm; 
the  diaphragm  descends  too  quickly,  the  air  enters  the  glottis  too 
slowly;  hence,  the  ribs  are  forced  in,  because  they  are  softened, 
especially  at  the  junction  of  the  cartilages  with  the  bones.  As 
a  result  of  this,  we  iind  a  groove  on  each  side,  where  the  cartilage 
and  bone  join;  the  left  is  shallower  than  the  right,  because  of 
the  support  from  the  heart ;  the  right  is  deeper,  but  not  so  long 
as  tho  left,  because  of  the  support  of  the  liver.  There  is,  hoAV- 
cvcr,  another  constriction  a  little  above  the  costal  arch;  this  is' 
not  due  to  the  diaphragm,  but  is  duo  to  the  fact  that  the  lower 
costal  arch  is  prevented  from  falling  in  from  the  presence  of  tho 
liver,  stomach,  and  spleen.  It  is  exceedingly  doubtful  if  direct 
muscular  action  has  anything  to  do  with  these  peculiar  deformities. 

(3)  The  Barrel-Shaped  Chest.— This  form  of  chest  is  generally  the 
result  of  pulmonary  emphysema.    It  is  enlarged  in  all  its  diameters, 
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rounded,  and  tlie  intercostal  spaces  are  wide;  on  transverse  section, 
it  is  almost  circular. 

The  lower  edges  of  the  lungs  vary  much  with  the  respiratory 
movements ;  there  may  be  a  difference  in  the  level  of  three  inches 
between  full  expiration  and  full  inspiration.  The  lungs  are  the 
commonest  seat  of  pyajmic  abscesses,  and  of  secondary  deposits  in 
sarcoma;  this  is  because  these  conditions  spread  by  the  agency  of 
the  blood-vessels,  and  it  is  in  the  lungs  that  the  veins  break  up 
into  capillaries. 

The  Frequency  of  Respiration  in  the  adult  male  varies  from 
15  to  20  per  minute;  in  the  female  it  is  slightly  more  rapid,  and 
in  the  child  the  average  is  from  30  to  40  per  minute.  The  ratio 
between  respiration  and  the  pulse  is  about  one  respiration  to  every 
four  and  a  half  beats  of  the  heart— say,  respirations  17,  and  the 
pulse  76  per  minute;  it  is  very  important  to  remember  this  relation, 
as  either  the  one  or  the  other  may  be  disturbed,  according  as  the 
fault  lies  in  the  respiratory  or  the  circulatory  systems.  When  any 
new  case  is  seen  for  the  first  time,  three  things  should  always  he 
done— (1)  Take  the  temperature,  (2)  count  the  respirations,  and 
(3)  count  the  pulse :  if  all  three  preserve  their  normal  relation- 
ships, it  is  unlikely  that  there  is  much  wrong  with  the  patient; 
but  when  this  relationship  is  disturbed  in  any  way,  then  search 
must  be  made  for  the  cause.  It  is  of  far  more  importance  to  do 
this  tlian  to  look  very  wise  and  shake  the  head  over  the  patient's 
tongue,  which,  in  the  great  majority  of  cases,  is  a  sealed  book; 
look  at  it  by  all  means  if  you  like,  it  will  please  the  patient,  but 
I  doubt  if  it  will  help  the  Surgeon  much,  except  in  a  few  case?, 
as  confirmatory  evidence — e.g.,  in  scarlet  fever. 

The  Rhythm  of  Respiration. —  In  health,  insjnration  begins 
suddenly,  and  advances  rapidly  to  its  completion;  expiration  im- 
mediately follows  this,  and  at  first  advances  rapidly,  but  towards 
the  end  much  more  slowly:  the  slow  part  is  kno^\Ti  as  the  imu-^e. 
As  regards  the  relative  length  of  the  different  parts  of  the  act, 
opinions  vary.  Taking,  then,  the  whole  act  as  10,  some  divide 
it  thus:  — Inspiration  =  5,  expiration  =  4,  pause=l;  others,  as 
inspiration  =  3,  expiration  =  4,  pause  =  3.  Be  that  as  it  may,^it 
wiU  be  observed  that  expiration  (including  the  so-called  "  pause  ) 
is  at  least  as  long  as,  and  probably  longer  than,  inspiration. 
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Types  of  Respiratory  Movement.— The  types  are  cliiefly  two — 

(1)  AYliere  it  is  most  m<arkecl  in  the  abdomen,  the  diaplbragmatic 
ffipe — this  is  best  seen  in  ordinary  respiration  in  the  male;  and 

(2)  where  it  is  most  marked  in  the  chest,  the  costal  tijpe;  this  is 
best  seen  in  women  during  ordinary  breathing.  But,  of  course,  the 
chest  also  moA^es  in  the  male  to  a  certain  extent,  and  the  abdomen 
in  the  female — if  it  can;  in  deep  breathing  both  parts  move,  whctlier 
in  male  or  female. 

If  the  hand  be  placed  over  a  healthy  chest  w-liile  the  patient 
speaks,  a  peculiar  vibration  is  felt;  it  is  even  better  felt  in  a  cat, 
whilst  purring:  this  is  known  as  the  vocal  fremitus.  This  vibration 
is  rendered  hsx  evident  by  anything  that  blocks  up  the  bronchi, 
or  where  there  is  effusion  of  fluid  or  gas  into  the  pleural  cavity 
— e..//.,  pleurisy  with  effusion;  it  is  increased  by  anything  that 
renders  the  lung  more  solid,  as  blocking  xip  of  the  vesicles,  in 
lobar  pneumonia  especially,  or  in  the  consolidation  of  phthisis. 
IS^ote  especially  the  very  marked  difference  in  this  respect  between 
pleurisy  with  effusion,  and  lobar  pneumonia  of  the  lower  lobe 
behind — where  it  usually  begins. 

Breath  Sounds.— These  are  produced  by  the  friction  of  the  air 
on  the  respiratory  passages  and  the  lung  tissue.  There  are  two 
great  types,  the  Vesicular  and  the  Bronchial. 

1.  The  Vesicular  is  a  gentle,  breezy,  rushing  noise,  and  may 
be  likened  to  the  sighing  of  a  gentle  breeze  among  the  tree -tops 
on  a  summer's  evening,  in  a  country  churchyard ;  it  is  due  to  tlic 
entrance  and  exit  of  air  from  the  air  vesicles,  and  is  heard  at 
most  parts  of  the  chest  in  health,  as  the  air  vesicles  ai-e  close  to 
the  chest  wall.  It  consists  of  two  parts— «?z  msjrirutor?/  and  cm 
expiratorti,  with  no  pause  hetiueen:  the  inspiratory  is  about  three 
times  as  long  as  the  expiratory,  and  is  also  much  better  marked- 
the  expirat<jr,j  is  very  short  and  ill-marked  in  health,  and  is  very 
often  inaudible,  and  hence  this  sometimes  gives  the  impression 
tliat  there  is  a  pause  between  the  two  parts  of  the  murmur. 

In  Disease,  tliere  are  various  modifications  of  this  type:  thus 
Ave  have— («)  The  harsh  or  puerile,  a  condition  normal  in  boys, 
and  found  m  the  adult  when  one  lung,  or  a  part  of  both,  is  in- 
capacitated—as,  for  example,  in  pleurisy  witli  effusion ;  (h)  it  may 
bo  jerky  or  cog-wheel-like;  (,■.)  it  may  be  extremely  iaint,  where  a 
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bronchus  is  nearly  plugged ;  {d)  it  may  be  entirely  absent  wIkmc 
tlie  air  cannot  reach  the  vesicles,  as  in  pneumonia;  and  (c)  it 
may  be  combined  with  prolonged  expiration,  in  cases  where  the 
lung  tissue  has  lost  its  elasticity — e.fj.,  commencing  phthsis. 

2.  The  Bronchial  Type. — This  is  a  soft,  blowing,  to -and -fro 
sound,  and  can  be  heard  in  perfection  on  listening  over  the  trachea : 
it  can  also  be  heard  behind  in  the  inter-scapular  region,  and  at  the 
bifurcation  of  the  trachea,  opposite  tlie  fourth  dorsal  vertebra.  It 
cannot  be  heard  in  health  over  the  chest  generally,  as  the  vesicular 
murmur  entirely  overpowers  it,  and  thus  prevents  it  reaching  the 
ear.  Like  the  other,  it  consists  of  two  parts,  an  inspircdory  and 
an.  expiruturn,  Ind  icith  a  distinct  pause  between,  and  the  expiratory 
part  is  as  long  as,  or  even  longer  than,  the  inspiratory. 

In  Disease,  when  the  vesicles  are  consolidated,  and  therefore 
tlie  vesicular  murmur  absent,  as  in  phthisis,  or  more  characteris- 
tically in  croupous  or  lobar  pneumonia,  bronchial  breathing  is 
heard,  where,  in  health,  only  the  vesicular  could  be  distinguished, 
e.g.,  at  the  apex  in  phthisis,  and  over  the  base  posteriorly  in  lobar 
pneumonia;  and,  just  as  in  organ  pipes,  the  sound  will  be  higti 
2>itcJied  ( tubular),  medium,  or  ton-  pitclied  (cavernous),  according  as 
Avo  listen  over  a  small,  medium-sized,  or  large  bronchus.  As  the  siu-- 
face  of  the  lung  is  more  especially  affected  in  i3neumonia,  the  tubes 
we  listen  over  are  chietiy  small  in  size,  and  therefore  we  usually 
hear  the  high-pitched  or  tuhtdar  variety.  ls"ot  only  may  the  normal 
lung  sounds  be  altered  in  character  or  heard  where  they  should 
not  bo  heard,  but  we  may  also  hear  superadded  or  adventitious 
sounds,  and  these  may  be  outside  or  inside  the  lung ;  the  extra- 
pulmonary sounds  are  friction  sounds,  the  result  of  pleurisy,  and 
arc  distinguished  from  cndo-pidmonary  sounds  in  the  same  way  that 
exo-cardial  are  distinguished  from  endo-cardial  sounds  (see  vol.  ii., 
page  20-5);  further,  friction  is  usually  best  heard  in  the  u.viliar!/ 
region.  The  intra-pulmonary  sounds  are  either  moist  or  dry :  th<" 
moist  rales  are  caused  by  undue  moisture  of  the  walls  of  the 
vesicles,  or  by  fluid  in  their  interior.  Those  from  moisture  arc 
exceedingly  fine,  and  are  known  as  fine  crepitations ;  the  walls  of 
the  vesicles  come  together  and  then  stick  to  each  other,  from  the 
capillary  attraction  of  the  fine  layer  of  fluid  on  their  surfiices,  as 
the  vesicle  is  being  emptied  of  air,  and  they  are  forcibly  separated 
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again  as  fresh  air  is  inhaled :  consequently,  this  form  of  crepita- 
tion is  heard  ahnost  invariably  at  the  end  of  inspiration — e.g.,  in 
the  first  stage  of  lobar  pneumonia.  Those  due  to  the  bubbling 
of  air  through  fluid  contained  in  the  vesicles,  as  in  oedema  of  the 
lungs,  are  known  as  fine  and  course  bubbling-nlles,  and  are  usually 
heard  over  the  base  of  the  lung,  as  the  fluid  of  course  tends  to  seek 
the  loM'est  point.  When  "  moist  sounds  "  are  heard  at  the  a2Je.f,  it 
is  strongly  suggestive  of  phthisis,  the  sounds  being  caused  by  the 
presence  of  pus  produced  by  ulceration.  The  dry  rules,  or  rhooicld, 
are  caused  by  anything  that  narrows  the  lumen  of  the  bronchi, 
as  swelling  of  the  mucous  membrane,  or  the  adhesion  of  viscid 
secretion,  foreign  bodies,  etc.  In  the  large  tubes,  the  sound  is 
low-pitched  (sojiorotis),  and  in  the  small  tubes  it  is  high-pitched 
and  whisthng  (sibilant).  The  dry  rales  are  most  characteristically 
heard  in  bronchiti-s. 

When  we  listen  over  the  trachea  while  the  patient  speaks,  it 
is  possible  to  distinguish  what  he  says ;  but  if  we  listen  over  any 
part  of  the  chest,  provided  the  lung  is  healthy,  it  is  impossible  to 
distinguish  the  words,  all  we  hear  being  a  confused  murmur.  This 
is  known  as  the  vocal  resonance,  or  the  auscultation  of  the  voice. 
The  reason  Ave  cannot  distinguish  the  spoken  words  is  because  the 
sound-waves  are  so  broken  up  by  the  air  vesicles,  being  reflected 
and  re-reflected,  echoing  and  re-echoing,  that  it  is  impossible  for 
the  soimd-waves  to  convey  to  the  ear  any  meaning ;  but,  let  the 
vesicles  be  filled  ixp,  as  in  lobar  pneumonia,  then  the  sound-waves 
come  straight  along  the  bronchi,  so  that  we  can  distinguish  the 
spoken  words,  just  as  we  do  over  the  trachea  normally.  In  this 
case  the  words  seem  spoken  into  the  end  of  the  stethoscope  next 
the  patient;  this  is  called  bronchophony.  When  this  is  still 
further  intensified,  and  the  patient's  mouth  seems  to  be  close  to 
the  listening  ear,  it  is  called  pectoriloquy;  this  may  be  heard  over 
the  very  large  bronchi,  and  over  cavities.  A  more  characteristic 
sign  of  a  cavity,  however,  is  vMspering  pectoriloquy;  the  patient 
whisper.s  in  hia  throat,  without  making  any  audible  noise  with  the 
lips  or  tongue,  and  to  one  listening  over  a  cavity,  it  seems  as  if 
his  moutli  Avere  actually  close  to  the  listening  ear.  Over  a  cavity, 
too,  the  breath  sounds  resemble  those  produced  by  blowing  into  an 
empty  jar  or  bottle;  thig  is  known  as  the  amphoric  type  of  breathing, 
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aud,  like  the  bronchial,  may  be  high,  medium,  or  low  iDitched,  ac- 
cording to  tlie  size  of  the  cavity;  amphoric  breatliing  is  also  heard 
in  pneumo-thorax.  In  cases  of  effusion  of  fluid  into  the  pleural 
cavity,  tlie  vocal  resonance  is  peculiarly  altered  if  one  listens  near 
the  upper  margin  of  the  fluid,  usually  near  the  inferior  angle  oi' 
the  scapula ;  it  resembles  tlie  bleating  of  a  goat,  or  Punch's  voice, 
having  a  peculiar  nasal  character :  it  is  called  Kgophony,  or  the 
legophonic  resonance.  Tn  effusion  of  air  into  the  pleural  cavity, 
when  one  coin  is  laid  against  the  front  of  the  chest  and  ta])ped 
with  another  coin,  a  peculiar  tinkle,  like  the  sound  of  a  silver  bell, 
is  heard  over  the  posterior  asjoect  of  the  chest;  this  is  known  as 
the  "  bell  sound." 

To  sum  up  the  points  mentioned,  in  the  foregoing  pages  in  regard 
to  Auscultation  of  the  Chest,  four  things  are  to  be  done: — 

1.  To  determine  at  each  point  during  natural  and  deep 

respiration,  the  relative  duration  of  the  expiratory  and 
the  inspiratory  murmurs. 

2.  The  quality  or  type  of  the  breath  sounds — whether 

vesicular  or  bronchial. 

3.  The  presence  or  absence  of  accompaniments  or  super- 

added sounds,  as  dry  or  moist  rales,  or  friction  sounds. 

4.  The  character  of  the  vocal  resonance. 

BRONCHOTOMY. 

This  is  an  operation  sometimes  performed  for  hroncldectasis. 
This  condition  consists  in  a  dilatation  of  the  lumen  of  the 
bronchial  tubes  at  certain  parts,  and  is  most  frequently  met  with 
in  the  mammary  region  or  base;  it  is  characterised  by  fits  of 
violent  coughing  and  expulsion  of  a  great  amount  of  secretion  after 
long  intervals.  The  sputa  thus  expelled  has  a  very  putrid  odour, 
but  does  not  contain  hmg  tissue ;  the  patient's  breath  is  also  very 
fffitid.  In  addition  to  these  signs  we  also  find  the  physical  signs 
of  vomicae,  viz.  : — dulness  in  the  neighbourhood  but  resonance 
over  the  cavity,  amphoric  breathing,  pectoriloquy,  whispering  and 
otherwise,  gurgling  moist  sounds,  and  sometimes  the  "  cracked 
pot"  sound.  The  contents  of  the  cavity  decompose  and  slowly 
poison  the  system,  and  in  some  cases  the  patient  may  b^  unable 
to  expel  the  collection,  or  only  after  severe  and  exliaustive  cough- 
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ing ;  under  such,  circumstances,  these  cavities  have  been  cut  down 
upon,  emptied,  drained,  and  washed  out,  Avith  the  best  results. 
In  a  case  of  this  kind,  operated  on  by  Mr  Cairo,  he  introduced 
an  aspirator  needle,  so  as  to  tap  the  cavity,  then  made  a  free 
external  incision,  and  after  this  forced  a  pair  of  sinus  forceps 
alongside  the  needle  into  the  cavity.  The  needle  was  then  with- 
drawn, about  two  inches  of  a  rib  excised,  the  finger  passed  in,  and 
the  opening  dilated ;  a  dependent  counter  opening  was  next  made, 
large-sized  rnbber  drainage  tubes  were  inserted,  and  the  cavity 
washed  out  with  warm  boracic.  The  only  untoward  symptoms 
that  occurred  during  the  progress  of  this  case  were  three  smart 
htemorrhages  which  took  place  from  the  interior  of  the  cavity 
about  a  fortnight  after  the  operation — possibly  from  pressure  of 
the  drainage  tube,  causing  ulceration  into  one  of  the  branches  of 
the  pulmonary  artery.  The  diseased  conditions  that  may  require 
the  operation  of  Bronchotomy  are — (1)  Abscess  of  the  lung; 
(2)  gangrene  of  the  lung;  (3)  bronchiectasis;  (4)  tubercular  cavities; 
(5)  hydatids;  and  (6)  foreign  bodies.  In  operating  for  gangrene, 
make  sure  that  the  gangrene  is  not  caused  by  an  aneurism  pressing 
upon  the  root  of  the  lung.  If  due  to  this  cause,  and  should  an 
operation  be  performed,  one  would  be  very  apt  to  open  into  the 
sac  of  the  aneurism,  leading  to  a  fatal  issue  from  sudden  and 
severe  haemorrhage. 

FRACTURE  OF  THE  RIBS. 

The  two  upper  and  the  two  lower  ribs  are  rarely  fractured — 
the  upper  two  being  protected  by  the  clavicle,  while  the  mobility 
of  the  lower  two  renders  their  fracture  less  likely.  The  ribs  may 
be  fractured — (1)  by  direct  violence;  (2)  by  indirect  violence,  as 
from  pressure  in  a  crowd,  etc. ;  or  (3)  from  muscular  action  during 
parturition.  Season  has  also  a  most  marked  effect,  fractured  ribs 
being  specially  common  about  Christmas  and  the  New  Year.  In 
indirect  violence,  they  usually  give  way  at  the  angle  or  near  it,  or 
close  to  their  junction  with  the  cartilages;  in  direct  violence,  at  the 
part  struck.  The  great  danger  in  fracture  of  the  ribs  is  injury  to 
the  pleura  and  lungs,  from  sharp  fragments  projecting  inwards,  and 
this  is  far  more  likely  to  occur  in  fracture  due  to  direct  violence 
than  in  fracture  due  to  indirect  violence.    In  simple  fracti\re  the^e 
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will  be  difflculty  in  respiration  whicli  soon  becomes  abdominal, 
and  crepitus  may  be  detected,  either  by  placing  the  hand  over 
the  fractured  part  and  directing  the  patient  to  take  a  deep  breath, 
or  by  applying  the  stethoscope.  A  valuable  means  of  diagnosis  is 
by  indirect  pressure  :  the  Surgeon  places  one  hand  on  the  sternum 
and  the  other  on  the  spine,  and,  on  pressing  gently,  the  patient 
complains  of  pain  at  the  seat  of  the  fracture;  or  the  rib  which 
is  believed  to  be  broken  may  be  followed  towards  the  spine  or 
sternum  as  the  case  may  be,  and  when  at  some  distance  from  the 
fractured  point,  pressure  is  made  upon  the  rib,  when  the  patient 
will  feel  pain  at  the  seat  of  the  fracture.  This  will  serve  to 
distinguish  it  from  a  bruise — which,  after  all,  is  of  little  practical 
importance,  as  the  treatment  is  the  same  in  both  cases. 

The  signs  of  lung  injury  are — (1)  Subcutaneous  emphysema, 
and  (2)  hramoptysis.  If  the  lung  tissue  be  much  injured  there 
will  be  expectoration  of  frothy,  bright  red  blood,  and  a  cotistant 
hac/ang  cough  from  irritation  of  the  pulmonary  branches  of  the 
vagus  nerve,  as  the  most  prominent  symptoms. 

The  following  are  the  chief  complications  IDcely  to  arise  from 
wounds  of  the  lung,  viz. — (1)  Bleeding,  especially  internal,  giving 
rise  to  Itcemothorax,  and  leading  to  compression  of  the  lung  and 
dyspnira;  (2)  emphysema,  an  infiltration  of  air  into  the  cellular 
tissue,  indicated  by  puffy  swelling  and  crackling  when  pressed 
upon ;  (3)  pneumothorax,  an  accumulation  of  air  in  the  pleural 
cavitj'^ ;  (4)  hydrothorax,  an  accumulation  of  serous  fluid  in  the 
pleural  cavity ;  (5)  suppuration  and  accumulation  of  pus  in  the 
pleural  cavity  ( empyema )  ;  (6)  there  is  always  a  risk  of  pleurisy 
and  pneumonia;  (7)  the  intercostal  artery  is  sometimes  ruptured, 
so  that  there  is  haemorrhage  into  the  cellular  tissue. 

Treatment. — When  only  one  or  two  ribs  are  broken,  the  side 
of  the  chest  should  be  strapped  with  plaster.  Each  strip  should 
be  about  an  inch  and  a  half  wide,  and  long  enough  to  reach  about 
two  inches  beyond  the  middle  line  in  front  and  behind.  They 
may  either  be  applied  parallel  with  each  other,  and  partially  over- 
lapping, or  they  may  be  crossed  in  an  x  -like  fashion  over  the  seat 
of  the  fracture;  they  should  be  applied  during  expiration,  as  the 
object  is  not  so  much  to  steady  the  fractured  ends,  but  to  rest  that 
lialf  of  the  chest  and  relieve  the  patient  of  pain.  There  is  no  danger 
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of  non-union.  Over  all  is  placed  a  broad  flannel  bandage,  tight 
enough,  just  to  be  easy  for  the  patient.  During  the  process  of 
healing  of  a  rib,  on  account  of  the  almost  constant  movement,  there 
•  is  a  good  deal  of  ensheathing  callus  thrown  out.  It  unites  in 
about  three  weeks. 

PARACENTESIS  THOEACIS. 

This  is  an  operation  for  the  removal  of  serous  or  purulent  fluid 
from  the  chest.    It  is  best  performed  with  a  pneumatic  aspirator, 
and  the  point  chosen  for  the  introduction  of  the  needle  is  either 
in  the  fifth  or  sixth  intercostal  spaces,  at  the  line  of  the  inser- 
tion of  the  serratus  magnus,  about  midway  between  the  sternum 
and  the  angles  of  the  ribs,  i.e.,  the  mid-axillary  line,  or  in  the 
seventh  or  eighth  spaces  in  a  line  with  the  inferior  angle  of  the 
scapula;  at  a  lower  level  than  this,  the  diaphragm  might  be 
wounded.    The  needle  is  pushed  into  the  chest,  close  to  the  edge 
of  the  loicer  rib  of  the  space  in  which  it  is  performed,  to  avoid 
wounding  the  intercostal  artery,  which  lies  near  the  lower  border 
of  the  xipper  rib.    Thus,  suppose  the  operation  is  performed  in  the 
sixth  intercostal  space,  the  needle,  or  trochar,  is  pushed  over  the 
upper  edge  of  the  seventh  rib.    But  from  the  mid -axillary  line 
onwards  there  is  an  artery  at  each  border  of  the  space;  and, 
therefore,  it  should  be  entered  through  the  middle  of  the  space, 
and  during  inspiration,  as  the  space  during  this  act  is  widened. 
It  is  necessary  to  thrust  in  the  needle  with  considerable  force,  so 
as  to  make  sure  of  its  piercing  the  pleura,  which  is  usually 
thickened;  otherwise  it  might  simply  drive  the  thickened  pleura 
before  it.     The  usual  order  of  structures  in  the  space  is  vein, 
artery,  nerve;  but  in  the  upper  three  or  four  spaces  the  artery 
is  below  the  nerve.    When  tapping  the  pleural  cavities,  the  lungs 
should  be  in  a  condition  to  expand  freely  and  fully;  otherwise,  as 
when  bound  down  by  adhesions,  the  rapid  removal  of  fluid  may 
lead  to  rupture  of  the  lung  tissue  and  hfemothorax.    In  hydrops 
pericardii  the  pericardium  may  bo  tapped  in  the  fourth  or  fifth 
intercostal  spaces,  in  the  cardiac  region,  and  close  to  the  sternum, 
in  the  same  manner;  the  point  of  the  greatest  accumulation  of 
fluid  being  determined  by  percussion.    A  very  fine  needle  must  be 
oinploycd,  and  the  fluid  drawn  nfl'  very  slowly. 
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THE  MEDIASTINUM. 

Tlie  mediastinum,  or  inter-pleural  space,  is  tlie  space  left  in 
the  middle  line  of  the  chest,  between  the  two  pleural  sacs.  It  may 
be  divided  into  four  parts — the  anterior,  middle,  posterior,  and 
superior  parts. 

1.  The  Anterior  Mediastinum. — This  space  is  bounded  in  front 
by  the  sternum,  heldnd  by  the  pericardium,  and  laterally  by  the 
pleurffi.  It  contains  some  loose  areolar  tissue,  lymphatic  vessels, 
and  glands ;  the  lymphatic  vessels  come  from  the  convex  surface 
of  the  liver,  the  chest  wall  in  front,  and  mammse. 

2.  The  IVliddle  IViediastinum. — This  space  is  bounded  in 

by  the  anterior  mediastini;m,  heMnd  by  the  posterior  mediastinum, 
and  laterally  by  the  pleuree.  It  contains  the  heart  and  peri- 
cardium, the  ascending  part  of  the  aorta,  part  of  the  superior  vena 
cava,  bifurcation  of  the  trachea,  pulmonary  artery  and  veins,  and 
the  phrenic  nerves,  with  their  accompanying  vessels. 

3.  The  Superior  IViediastinum  (Struthers).* — This  is  the 
part  of  the  inter-pleural  sj^ace  that  lies  above  the  pericardium, 
.ind  is  bounded  below  by  a  plane  passing  from  the  junction 
of  the  manubrium  with  the  body  of  the  sternum  in  front,  and  the 
lower  part  of  the  body  of  the  fourth  dorsal  vertebra  behind.  It 
is  bounded  in  front  by  the  manubrium  sterni,  hehind  by  the 
vertebrte,  and  laterally  by  tlae  j)leur£e.  It  contains  the  remains 
of  the  thymus  body,  the  two  innominate  veins,  the  commencement 
of  the  superior  vena  cava,  the  superior  intercostal  veins,  the  ter- 
mination of  the  vena  azygos  major;  the  transverse  part  of  the  arch 
of  the  aorta,  with  its  three  large  branches;  the  vagi,  and  phrenics; 
the  cardiac  and  left  recurrent  laryngeal  nerves,  for  a  pai-t  of 
their  course;  and,  lastly,  portions  of  the  trachea,  oesophagus,  and 
the  thoracic  duct. 

4.  The  Posterior  IViediastinum. — This  space  is  bounded  in 
front  by  the  pericardium  and  root  of  the  lungs,  hehind  by  the 
vertebral  column,  and  laterally  by  the  pleura3.  It  contains  the 
descending  thoracic  aorta,  the  esophagus,  the  two  vagi,  the  thoracic 


*  Professor  Stuuthers  marks  off  tlie  lower  boundary  behind,  a  vertebra 
liiglier  than  in  the  subjoined  description. 
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duct,  the  vena  azygos  major,  the  vena  azygos  minor,  superior  and 
inferior,  the  great  splanchnic  nerves,  and  the  lymphatic  glands 
and  vessels.  The  gangliated  cords  of  the  sympathetic  are  not  in 
tlie  mediastinum. 

The  Roots  of  the  Lung. — Each  root  consists  of  a  bronchus, 
pulmonary  artery,  pulmonary  veins,  bronchial  vessels  and  glands, 
anterior  and  posterior  jDulmonary  plexuses  of  nerves,  and  the 
connective  tissue  through  and  over  all.  The  relations  of  the 
bronchus,  pulmonary  artery,  and  pulmonary  veins  are  really  the 
same  on  both  sides,  only  that  there  is  an  extra  bronchus  (the 
epiarterial)  on  the  right  side.  From  above  downvt^ards,  therefore, 
the  order  is — 


RiylU  Side — 
Bi'onclius. 

Lift  Side — 

Artery. 

Bronchus. 

Veins. 

Artery. 

Bronclui.s. 

Veins. 

From  before  backwards  the  order  on  the  two  sides  has  always  been 
regarded  as  the  same — viz.,  veins,  arterj'',  bronchus. 

Relations  of  the  Roots  of  the  Lungs.— The  relations  will  best 
be  .shown  by  a  small  table.  In  the  table  it  will  be  observed  that 
five  are  the  same  on  both  sides,  and  that  three  are  different: — 


Right  Eoot. 

1.  Anterior    pulmonary    plexus  in 

frunt. 

2.  Phrenic  nerve,  with  its  accom- 

panying vessels,  in  froid. 

3.  Posterior  pulmonary  plexus  hchind. 

4.  Pneuniogastric  nerve  behind. 

.'i.  Ligamentuni     latum  pulmonis 
bdov. 

6.  Vena  azygos  major  arches  over  tlie 

riglit  root. 

7.  Superior  vena  cava  in  front. ot  the 

riglit  root. 

8.  No  corresponding  structure  on 

tlu.s  side. 


Left  Root. 

1.  Anterior   ptilmonary   plexus  in 

froid. 

2.  Phrenic  nerve,  with  its  accom- 

panying vessels,  in  front. 

3.  Posterior  pulmonary  plexus  &^!7w?((^, 

4.  Pneuniogastric  nerve  behind. 

5.  Ligamontum    latnm  pulmonis 

beluiv. 

6.  Tlic   aorta  arches  over  tlio  left 

root. 

7.  No  corresponding  structure  on 

this  side. 

8.  Desoeiuling  thoracic  aorta  behind 

tlio  left  root. 


/ 
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MEDIASTINAL  SWELLINGS  AND  TUMOURS. 

The  pressure  symptoms  produced  by  aneurism  of  the  various 
large  arteries  of  the  thorax  have  been  already  given  (see  vol.  i., 
page  34),  and,  in  addition  to  what  is  there  stated,  I  would  only 
add  that  an  aneurism  pressing  on  the  bronchi  may  cause  collapse 
of  a  portion  of  tlie  lung,  or,  by  pressing  on  the  vessels  at  its 
root,  may  cause  gangrene.     Enlarged  Glands  in  the  medias- 
tinum—e.r/.,  as  in  Hodgkin's  disease  (adeiiiaj— may  press  on  the 
trachea  or  bronchial  tubes,  causing  difficulty  of  breathing;  on 
the  large  thoracic  veins,  causing  passive  congestion  of  the  upper 
extremities  or  headj  directly  affect  the  voice,  from  pressure  on  the 
windpipe,  or  indirectly,  from  pressure  on  the  recurrent  laryngeal 
nerve,  especially  the  left.     In  the  child,  enlargement  and  con- 
gestion of  the  thymus  and  other  glands  may  cause  laryngismus 
stridulus  ( sj^asmodic  croup  or  cMld-croicing )  from  pressure  on  the 
recurrent  laryngeal  nerves.    Enlarged  Scrofulous  Glands  may  also 
press  on  the  same  nerve.    Primary  Cancer  of  the  lung,  usually 
starting  in  and  spreading  from  the  bronchial  glands  at  the  root, 
will  press  upon  and  involve  the  various  structures  forming  the 
root  (see  vol.  ii.,  page  219),  and  also  press  on  neighbouring 
parts,  as  the  superior  vena  cava  and  right  vagus  on  the  right 
side,  the  aorta  and  left  vagus  on  the  left  side.    Cancer  of  the 
(Esophagus  is  very  apt  to  involve  or  press  on  the  trachea,  on 
one  or  both  recurrent  laryngeal  nerves,  depending  on  the  part 
affected,  though  the  left  is  the  most  common,  causing  cough  and 
alteration  in  the  voice.    Retro-cesophageal  Abscess,  Disease  and 
Tumours  of  the  bodies  of  the  vertebrae,  are  also  likely  to  press 
on  and  otherwise  involve  the  ojsophagus.     In  Pericarditis  with 
effusion  the  vessels  of  the  arms  and  head  are  distended,  from  pres- 
sure of  the  effusion  on  the  thoracic  veins.     It  is  also  apt  to  press 
on  the  lungs  and  trachea,  causing  dyspncca;  on  the  ojsophagus, 
causing  dysphagia;   and  on  the  cardiac  nerves,  giving  rise  to 
shooting  pains  down  the  left  arm  and  up  the  left  side  of  the  head. 
The  hypertrophied  heart  of  aortic  regurgitation  ("Co?-  hovinum'"), 
also  gives  rise  to  shooting  pains  in  the  same  directions — "  anginous 
pains."     Dermoid  Cysts  may  also  occur  in  this  region,  and 
may  make  their  way  into  a  bronchus.    This  Avill  be  known  by  the 
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expectorated  material  containing  hair.  They  may  also  give  rise  to 
symptoms  suggestive  of  an  empyema. 

The  superior  vena  ca^'a  may  be  occluded,  from  the  pressure  of 
enlarged  glands,  tumours,  and  gummata ;  and  this  being  the  case, 
the  blood  must  reach  the  heart  in  a  roundabout  way  through  the 
inferior  vena  cava ;  the  veins  of  the  abdominal  wall  often  enlarge 
to  a  very  great  extent,  and  become  varicose ;  and  if  the  superior 
vena  cava  is  at  fault,  when  a  portion  of  one  of  the  enlarged  veins 
on  the  surface  is  emijtied  by  pressure,  it  is  seen  to  fill  from  above 
downwards.  The  azygos  veins,  too,  Avill  take  a  very  large  share 
of  the  work  when  the  cava-  are  blocked.  The  vena  dzijgos  major 
communicates  below  with  the  lumbar  veins,  tributaries  of  the 
inferior  vena  cava,  and  above  it  opens  into  the  lower  part  of  the 
superior  vena  cava.  The  vena  a?:i/(jos  minor  superior  communicates 
above  Avith  the  vein  that  carries  the  blood  from  the  upper  two 
intercostal  spaces  to  the  left  innominate  vein,  while  below,  at 
the  level  of  the  eighth  dorsal  vertebra,  it  joins  the  vena  azygos 
major.  The  vena  azygos  minor  inferior  begins  below,  from  one 
of  the  lumbar  veins,  and  at  the  level  of  the  ninth  dorsal  vertebra 
it  also  joins  the  vena  azygos  major. 

For  the  effects  of  aneurism  on  the  contents  of  the  cliest, 
refer  to  "  Aneurism  of  the  Arch  of  tlie  Aorta  "  (vol.  i.,  page  3-i), 
"Aneurism  of  the  Descending  Thoracic  Aorta"  (vol.  i.,  page  40), 
"Aneurism  of  the  Innominate"  (vol.  i.,  page  53),  and  "  Carotids." 
See  also,  "Paralyses  of  the  Larynx"  (vol.  ii.,  page  18). 

Abscesses  may  .spread  down  from  tlic  neck,  or  develop  in  sifii, 
i'rom  sxippuratiug  glands  or  caries  of  the  vertebrie.  Dermoid  cysts 
arc  also  occasionally  found  in  the  mediastinum,  and  the  broncliial 
and  mediastinal  glands  arc  enlarged  in  "Wool-sorters'  disease." 
The  mediastinal  glands  may  also  be  enlarged  in  malignant  disease 
of  the  ovary,  e.g.,  alveolar  sarcoma,  and  the  tumour  thus  formed 
may  cause  death,  by  pressure  upon  the  bronchus. 

The  leading  signs,  therefore,  of  Mediastinal  Tumours  are— 
(]'-deina  of  the  arm  and  hand,  a  swollen  and  livid  condition  of 
the  neck  and  face,  due  to  the  blocking  of  the  large  thoracic  veins. 
When  the  superior  vena  cava  is  blocked,  the  azygos  veins  carry 
on  the  circulation ;  when  both  innominate  veins  are  blocked,  the 
superficial  veins  of  the  chest  and  back  carry  the  blood  past  the 
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blocked  point.  When  these  A^eins  are  exaniinetl,  tlicy  are  seen  to 
be  varicose,  eiilargetl,  and  /ig-zagged,  and  when  emptied  by  pressure 
are  seen  to  fill  more  rapidly  from  above  downwards.  A\'hen  the 
inferior  vena  cava  is  blocked,  the  reverse  obtains :  the  superficial 
veins  at  the  lower  part  of  the  belly  wall  are  enlarged,  varicose,  and 
zig-zagged,  and  fill  most  rapidly  from  below  upwards.  Besides 
pressure  ou  the  veins,  we  also  have  pressure  on  the  lungs  or  air- 
passages,  pressure  on  the  oesophagus,  or  it  may  extend  back  to  the 
spinal  canal,  causing  compression  paraplegia ;  the  sympathetic  may 
also  be  pressed  upon.  There  will  be  dullness  on  percussion  over 
the  sternum,  extending  to  each  side ;  it  is  very  often  accompanied 
by  pleurisy,  and  in  such  cases  the  fluid  is  usually  bloody. 

Aneurism  is  the  most  common  mediastinal  swelling  in  the  adult 
workingj-'man;  in  Avomen  and  children  some  of  the  other  tumours 
are  more  common. 

EMPYEMA. 

An  empyema  is  a  collection  of  pus  in  one  or  other  pleural 
cavity ;  in  fact,  it  is  an  abscess,  and  must  be  treated  like  any  other 
suppurating  cavity.  The  diagnosis  of  such  a  condition  is  said  to 
belong  rather  to  Medicine  than  Surgery;  but  it  is  j^robably  better 
in  every  case  to  place  the  diagnosis  beyond  doubt  hij  using  a 
hypodermic  syringe.  Whenever  the  presence  of  pus  is  established 
it  ought  to  be  evacuated  ^vithout  delay,  for  it  is  very  dangerous  to 
allow  such  an  abscess  to  burst  of  its  own  accord ;  and  even  though 
it  may  not  burst,  the  chances  of  its  absorption  are  so  small,  and 
the  certainty  of  more  pus  being  produced  by  the  tension  so  caused, 
so  very  great,  that  the  Surgeon  ought  to  interfere.  Further,  by 
leaving  it  for  a  lengthened  period  in  the  cavity,  the  lung  is  pushed 
aside  and  hopelessly  bound  down,  and  the  pus  may  burst  into  the 
air-passages  or  through  the  chest  wall,  or  even  escape  through  the 
diaphragm,  and  produce  fatal  jDeritonitis. 

It  has  been  pointed  out  that  an  empyenra  usually  tends  to 
"  point "  towards  the  anterior  aspect  of  the  chest,  under  the 
cartilage  of  the  fifth  rib,  or  even  as  high  as  the  second  or  third 
intercostal  space.  Just  outside  and  below  the  junction  of  the  fifth 
rib  with  its  cartilage,  is  a  part  of  the  chest  wall  where  the  pleura 
is  but  slightly  supported  by  superjacent  muscles,  and  through  tliis 
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thin  spot  the  abscess  may  come  to  the  sur&cc.  This  point  is  above 
the  origin  of  the  external  oblique,  external  to  the  insertion  of  the 
rectus,  and  internal  to  the  origin  of  the  serratus  maguus.  Dermoid 
cysts  of  the  chest,  or  actino- mycosis  of  the  lung,  may  simulate  an 
empyema. 

Surgical  Treatment.-—!.  Aspiration.  —  This  may  sometimes 
cure  the  condition — as,  for  example,  when  tlie  abscess  is  limited 
by  adhesions,  or  Avhen  the  cause  of  the  pus  formation  has  ceased ; 
sometimes,  however,  the  pus  is  too  curdy  to  flow  through  the 
aspirator.  By  aspiration  we  avoid  the  effects  of  tension,  the  fever 
falls,  the  lung  expands,  and  adhesions  form  around  the  collection 
of  pus,  which  may  thus  cut  it  off  from  the  general  cavity.  If  there 
is  a  large  quantity  present,  do  not  remove  it  all  at  one  sitting,  as 
the  risk  of  hasmorrhage,  lung  irritation,  and  rupture  of  some  large 
vessel,  is  too  great.  To  avoid  these  untoward  effects  of  negative 
pressure,  we  may  substitute  a  corresponding  amount  of  some  bland 
fluid  for  the  pus  removed,  e.g.,  a  one  per  cent  solution  of  phosphate 
of  sodium.  If  the  pus  re-collects  slowly,  and  tends  to  become  more 
serous,  then  aspiration  should  be  persisted  with ;  but  if  it  collects 
rapidly,  and  of  the  same  quality  as  before,  then  aspiration  will  not  ^ 
cure.    For  the  position  of  puncture,  see  vol.  ii.,  page  217. 

2.  Incision  and  Drainage.— When  aspiration  fails,  an  incision 
should  be  made.  In  abscesses,  usually  the  opening  is  made  at 
the  most  dependent  point,  in  order  to  favour  ..drainage.  Now,  in 
empyema,  this  would  be  as  far  back  and  as  low  down  as  possible ; 
but,  as  a  matter  of  fact,  this  is  not  the  best  place.  If  it  is  too  low 
down  behind,  as  the  chest  falls  iai,  tlio  liver  rises  and  stops  up  the 
hole ;  the  opening  must  at  least  be  two  or  three  inches  from  the 
lowest  point  of  the  pleural  cavity.  It  should  not  be  made  too  far 
back  either,  because  (1)  the  patient  usually  lies  partly  upon  the 
affected  side,  so  as  to  allow  free  jjlay  to  the  other  lung;  (2)  the 
ribs  are  closer  together  posteriorly;  and  (3)  as  the  lung' expands 
it  fills  up  the  posterior  part  of  the  chest,  and  would  close  up  the 
opening  and  interfere  with  drainage. 

Points  usually  chosen.— (1)  The  space  between  the  fifth  and 
the  sixth  ribs,  an  inch  to  an  inch  and  a  half  in  front  of  tlio  mid- 
axillary  line.  (2)  In  the  eighth  or  ninth  intercostal  space,  just 
anterior  to  tlic  angle  of  tlie  scapula  (Godlee)  ;  this  incision  will 
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pass  through  the  latissiiiiiis  dorsi.  Each  of  these  points  have  their 
respective  advocates — some  Surgeons  preferring  the  one,  some  the 
other.  The  patient  is  placed  under  tlie  influence  of  chloroform, 
and  during  the  operation  must  be  laid  on  the  ajfected  side  and 
partly  over  the  edge  of  the  table,  so  that  the  sound  lung  may  have 
free  play.  An  incision  is  made  through  sldn  and  muscles,  and 
tlien  a  dii-ector  is  thrust  into  the  pleural  cavity,  and  along  this  a 
dressing  forceps  is  passed,  by  which  the  opening  is  dilated. 

Rib  resection. — If  the  intercostal  spaces  are  wide,  it  is  unneces- 
sary ;  but  if  there  is  any  reasonable  doubt  on  this  point,  then  a 
part  of  a  rib  shoidd  be  removed,  in  order  to  give  sufficient  room 
for  the  drainage  tube.  An  incision  is  made  directly  on  the  rib 
and  one  and  a  half  to  two  inches  removed,  leaving  the  periosteum 
in  the  adult;  but,  in  the  case  of  children  and  young  persoiis,  it  is 
probably  better  to  remove  the  periosteum  as  M'ell,  as  new  bone  is 
formed  so  rapidly  as  to  seriously  endanger  drainage.  In  order 
to  turn  back  the  periosteum,  use  an  incision  of  this  form — 


and  then,  by  means  of  a  curved  elevator,  turn  aside  the  two  doors 
of  the  periosteum,  then  free  the  inner  surface  of  the  rib  without 
opening  the  pleural  cavity,  and  remove  the  piece  of  lib  with  the 
bone  forceps.  If  the  transverse  incisions  are  not  used,  then  the 
periosteum  is  apt  to  be  stripped  off  the  rib  to  an  indefinite  extent. 
In  connection  Avith  incisions  in  tlie  mid-axillary  line,  it  should  lie 
noted,  that  when  a  string  is  passed  round  the  chest  at  the  level 
of  the  nipples,  it  will  cut  the  seventh  space  in  the  mid-axillary 
lino.  In  opening  the  cavity  of  the  chest,  the  need  of  strict  anti- 
septic precautions  cannot  be  too  strongly  insisted  upon;  once  allow 
the  jjus  to  become  septic,  and,  in  the  adult  at  any  rate,  the  chances 
of  the  j^atient's  recovery  are  very  small.  The  patient  should  be 
directed  to  hold  his  breath  while  tlie  dressings  are  being  changed. 

3.  "  Thoracoplasty" — Estlander's  operation. — This  operation 
is  used  in  cases  where  the  lung  is  bound  down  and  the  chest  wall 
is  prevented,  by  the  rigidity  and  close  apposition  of  the  ribs, 
from  falling  in  any  furtlier  and  obliterating  the  cavity.    In  sucli 
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circumstances  healijj^  is  impossible,  as  the  granulations  are  unable 
to  shoot  out  far  enough.  Three  means  are  left  open  to  us — (1)  To 
force  out  the  soft  parts  by  increasing  the  pressure  within  the  lungs, 
^•9->  by  plfiyiiig  the  bagpipes  or  French  horn;  (2)  to  "suck"  out 
the  soft  parts  (Duncan)  ;  and  ( 3)  allow  the  chest  to  fall  in  by 
cutting  out  parts  of  several  ribs  (Estlander).  As  regards  the 
number  to  be  excised,  Dr  Duncan  advocates  the  removal  of  as 
many  as  eight  ribs — from  the  third  to  the  tenth  inclusive.  Eemove 
about  three  inches  of  the  ribs  in  the  centre  of  the  space,  but  not 
quite  so  much  at  the  upper  and  lower  ends ;  the  part  removed 
should  be  something  of  this  shape — 


After  this  operation  the  side  falls  in,  the  spine  curves,  and  the 
cavity  closes. 

THE  MAMMA. 

The  mammae  extend  from  the  third  to  the  sixth  or  seventh 
ribs  J  they  are  enveloped  in  the  superficial  fascia  of  this  region, 
which  splits  to  enclose  them,  so  that  they  are  separated  from  the 
pectoral  muscles  by  a  thin  layer  of  superficial  fascia  and  loose  con- 
nective tissue.  In  structure  each  mamma  is  a  compound  racemose 
gland,  which  is  made  up  of  from  fifteen  to  twenty  separate  glands, 
the  separate  ducts  from  which  all  converge  towards  the  nipple ; 
beneath  the  areola  each  duct  is  dilated  into  an  ampulla,  which 
serves  as  a  temporary  reservoir  for  the  milk ;  after  this  the  ducts 
perforate  the  nipple  at  separate  orifices.  In  position,  the  nipple 
corresponds  to  the  fourth  rib  or  the  space  below  it ;  around  the 
base  of  the  nipple  tliere  are  concentric  circles  of  non-striped 
muscle,  with  other  fibres,  that  radiate  from  the  base  to  the  apex. 
The  fibrous  capsule  of  the  gland  sends  down  septa  between  its 
separate  lobules.  The  Arteries  of  the  gland  are  derived  from  the 
long  thoracic,  the  external  mammary,  with  branches  from  the  inter- 
costal arteries  over  which  the  gland  is  placed,  and  corresponding 
brandies  from  the  internal  mammary.  The  Nerves  arc  exceedingly 
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numerous  and  important.  AVe  have— (1)  Twigs  from  the  fourth 
and  fifth  cervical  nerves;  (2)  twigs  from  the  anterior  cutaneous 
branches  of  the  second,  third,  fourth,  and  fifth  intercostal  nerves, 
and  of  the  lateral  cutaneous  of  the  third,  fourth,  and  fifth.  Now, 
from  the  second  is  given  off  the  intercosto-humeral,  supplying  the 
skin  of  the  inside  of  the  arm  and  axilla ;  from  the  third,  a  branch 
to  the  same  parts,  and  also  the  skin  about  the  shoulder ;  and  from 
the  fourth  and  fifth,  the  skin  near  the  scapula.  These  communi- 
cations explain  the  widely  diffused  pain  in  cases  of  inflammatory 
affections,  especially  of  the  breast. 

In  abscess  of  the  breast,  the  pus  may  be — (1)  Above  the 
enveloping  fascia,  just  under  the  skin;  (2)  in  the  breast,  usually 
associated  with  lactation  ;  or  (3)  behind  the  breast,  between  it  and 
the  great  pectoral,  usually  in  tlie  strumous  and  cachectic,  or  from 
caries  or  necrosis  of  a  rib.  These  forms  are  usually  known  as  supra- 
mammary,  intra-mammary,  and  sub-mammary. 

Clinical  Points.— 1.  In  opening  abscesses  in  the  breast,  the 
incision  should  be  made  in  a  line  radiating  from  the  nipple,  so  as 
to  avoid  unnecessary  mutilation  of  the  galactophorous  ducts ;  and, 
after  being  opened,  the  finger  must  be  introduced,  and  all  septa 
carefully  broken  down ;  to  do  this,  it  is  necessary  that  the  patient 
be  under  the  influence  of  chloroform. 

2.  In  treating  inflammatory  affections  of  the  breast,  and  after 
all  operations  on  it,  the  whole  arm  must  be  firmly  bound  to  the 
.side,  just  as  in  fracture  of  the  clavicle,  otherwise,  every  time  the 
arm  moves  the  part  will  be  disturbed  by  the  great  pectoral. 

3.  In  testing  for  adhesion  between  the  gland  and  the  great 
pectoral,  e.g.,  in  cancer  of  the  breast,  do  not  try  to  move  the  gland 
across  the  filn-es  of  the  pectoral,  as  both  muscle  and  breast  would 
move  then,  but  try  for  mobility  along  the  fibres  of  the  muscle. 

4.  Spence's  Test.  —  In  examining  a  breast  for  a  suspected 
neoplasm,  place  the  whole  hand  flatly  over  the  breast,  and  gently 
try  to  flatten  it  out  against  the  chest  Avail;  if  there  is  a  new  growth 
present,  this  will  almost  certainhj  detect  it ;  but  if  the  swelling  is 
only  a  chronic  inflammatory  induration  of  some  one  of  the  lobules, 
the  hand  will  recognise  nothing  but  the  characteristic  wormy  and 
knotty  feel  of  the  slightly  enlarged  ducts  and  acini  of  the  normal 
gland. 
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5.  Lymphatics.— rTliese  may  be  affected  in  diseases  of  tlie 
breast,  in  the  axilla,  in  the  lower  part  of  the  posterior  triangle  of 
the  neck,  and  in  the  anterior  mediastinum.  Note  that  the  glands 
are  enlarged  in  inflammatory  aff'ections,  as  well  as  in  scirrhns.  In 
inflammatory  affections,  however,  they  are  usually  painful,  and 
tender  to  pressure;  whereas  in  scii-rhus  they  are  densely  hard  and 
not  tender  to  pressure.  They  are  not,  as  a  rule,  enlarged  in  sarcoma 
of  the  breast. 

EXCISION  OF  THE  MAMMA. 

This  is  most  frequently  required  for  the  removal  of  malignant 
tumours — cancer  or  sarcoma.     In  performing  this  oi5eration  for 
1  malignant  disease,  the  Surgeon  must  cut  wide  of  the  disease  so 
las  to  give  a  good  wide  atmosphere  of  healthy  skin  ;  the  whole  of 
'the  gland  tissue,  together  with  the  nipple,  must  also  be  removed, 
and  at  the  present  day  most  Surgeons  believe  that  the  axilla  should 
'  be  cleared  out  at  the  same  time,  whether  the  glands  are  visibly 
affected  or  not — a  procedure  advocated  and  practised  by  Lister 
■many  years  ago.    The  instruments  required  are — A  large  straight 
broad-bladed  bistoury,  a  scalpel,  dissecting  forceps,  a  large  number 
of  "Wells's  or  Pean's  forceps,  blunt  hooks,  retractors,  horse -hair 
-sutures,  catgut  ligatures,  two  or  three  silver-wire  button  sutures, 
sponges,  scissors,  drainage  tubes,  needles,  dressing  forceps  or  sinus 
forceps,  bandage  to  secure  the  arms,  tenaculum,  chloroform,  and 
the  usual  dressings.    The  patient  is  laid  upon  her  back,  her  head 
and  shoulders  resting  on  a  pillow,  the  arm  of  the  afl'ected  side 
hanging  over  the  side  of  the  table,  tied  down  or  held  by  an 
assistant,  so  as  to  put  the  pectoralis  major  on  the  stretch ;  when 
:  tlie  axilla  is  being  cleared  out,  the  assistant  must  draw  the  arm 
•vertically  upwards,  parallel  with  the  side  of  the  patient's  head. 
The  operator  must  stand  on  the  same  side  as  the  breast  to  be 
removed. 

The  Operation. — The  whole  breast,  side,  and  axilla  should  be 
well  washed  with  carbolic  lotion,  1  in  20.  Two  elliptical  incisions 
are  then  carried  round,  above  and  below  the  nipple,  parallel  with 
the  fibres  of  the  pectoralis  major,  as  otherwise  the  edges  of  the 
wound  might  gape.  The  whole  gland  and  the  nipple  must  be 
removed  in  malignant  disease.    The  incisions  must  at  once  pass 


228 


Applied  Anatomy: 


through  the  skin  and  fascia,  and  many  Surgeons  advise  that  the 
lower  incision  should  be  made  first,  so  that  the  parts  may  not  be 
obscured  by  blood,  as  they  are  apt  to  be  when  the  upper  is  made 
first.    All  bleeding  vessels  must  be  tied  or  twisted  as  the  operation 
proceeds,  or  else  secured  by  catch  forceps.     In  cases,  however, 
Avhere  the  Surgeon  has  determined  beforehand  to  clear  out  the 
axilla,  the  incisions  are  often  made  transversely  to  the  trank,  and 
from  their  point  of  union  below,  an  incision  is  prolonged  to  the 
posterior  border  of  the  axilla;  in  addition,  another  incision  is 
prolonged  upwards  along  the  anterior  border  of  the  axilla  as  far 
as  may  be  deemed  necessary,  in  order  to  thoroughly  explore  that 
space.    The  transverse  incision  drains  better  than  the  oblique  one. 
By  means  of  these  incisions  the  glands  and  fat  of  the  axilla  may 
be  completely  cleared  out;  the  position  of  the  different  sets  of 
glands  must  be  kept  in  mind  (see  vol.  ii.,  page  137),  especially 
those  glands  along  the  lower  border  of  the  pectoralis  major.  Great 
care  is  necessary  in  performing  this  part  of  the  operation,  especially 
when  working  towards  the  outer  and  posterior  walls  of  the  axilla, 
cluefly  because  of  tlie  presence  of  the  large  subscapular  vessels— 
the  vein,  from  the  risk  of  air  being  sucked  in,  and  also  because 
the  vessel  is  kept  open  by  the  dense  fascia  surrounding  it;  the 
artery,  because  of  its  large  size  and  the  difficulty  of  securing  it. 
Wlien  injured  near  the  parent  trunk  the  vessels  retract,  so  that  it 
practically  becomes  a  wound  of  the  parent  trunk.    This  is  specially 
the  case  sliould  they  happen  to  be  cut  near  the  main  trunks,  for 
then  by  their  retraction  and  contraction  the  accident  becomes 
equivalent  to  a  wound  of  the  axillary  artery  or  vein;  a  similai' 
accident  may  happen  from  the  injudicious  use  of  the  fingers, 
whereby  some  small  vein  is  torn  close  to  the  main  trunk.  If 
the  opening  in  the  axillary  vein  is  small,  simply  pinch  it  up 
and  apply  a  ligature  Avithout  including  the  whole  circumference 
(parietal  lirjature);  but,  if  large,  the  entire  vessel  must  be  sur- 
rounded on  each  side  of  the  opening.     The  Arteries  divided  in 
this  operation  are  chiefly  the  perforating  arteries  from  the  internal 
mammary,  the  long  thoracic  or  external  mammary,  as  well  as  the 
sliort  and  alar  thoracics,  and  branches  of  the  subscapular. 

The  arm  is  now  to  be  brought  to  the  side,  and  the  wound 
closed.    Drainage  tubes  should  be  introduced  at  the  lower  anglr 
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the  incision,  and  if  tlus  is  not  the  luicest  part  of  ihe  icouml, 
iheu  another  special  opening  must  he  made  at  the  very  lowest 
oart  hy  the  dressing  forceps  and  scalpel,  after  Hilton's  method 
of  opening  abscesses,  and  a  tube  introduced  there  also.  To  bring 
bhe  edges  of  the  wound  together  it  will  in  all  probability  bo 
accessary  to  introduce  two  or  three  silver-wire  "  button  sutures," 
:hen  several  deep  horse-hair  (double  hairs)  sutures  ("sutures  of 
oipport"  or  of  relaxation),  to  bring  the  deep  parts  together, 
md  also  to  relax  the  edges  of  the  skin  wound;  and  lastly,  a 
inumber  of  finer  horse-hair  (single  hair),  sutures  to  bring  the 
<kin  edges  accurately  into  apposition  ("sutures  of  apposition,"  or 
jf  co-aptution).  In  tying  horse -hair  sutures  it  is  better  to  put 
bhe  first  knot  twice  through  to  prevent  it  slipping;  in  introducing 
Ihe  superficial  sutures  carefully  avoid  any  inturning  of  the  lips  of 
the  wound  or  protrusion  of  fat.  Protective  is  then  placed  over 
the  wound,  and  over  the  buttons,  and  then  a  large  amount  of 
lantiseptic  wool,  the  arm  being  brought  close  to  the  side,  and 
the  fore-arm  laid  across  the  chest,  with  the  hand  pointing  to  the 
opposite  shoulder;  it  is  then  to  be  firmly  bandaged  to  tho  side, 
■ioraewhat  after  the  manner  of  treating  fractured  clavicle.  Tlic 
dressings  Avill  re(|uu'e  to  be  changed  within  the  first  foui'-and- 
hventy  hours.  iVfter  excision  of  the  breast,  especially  in  cases 
where  the  axilla  has  been  cleared  out,  there  may  be  a  good  deal 
jf  stiffness  of  the  arm,  pain  and  SAvelling  of  the  hand;  this  is 
due  to  the  cicatricial  tissue  pressing  on  the  nerves  and  veins  and 
binding  the  arm  down. 

Thomas's  Operation  for  Simple  Mammary  Tumours. — The 
operation  consists  in  making  the  incision  along  tlie  curved  groove 
formed  below  the  breast,  where  it  hangs  against  the  thorax.  The 
.gland  is  then  turned  up  from  the  muscle,  and  the  tumour  removed 
I  from  its  lower  surface  by  a  radial  incision.  The  chief  advantage  of 
this  operation  is  the  avoidance  of  obvious  mutilation. 

The  Lymphatics  of  the  breast  pass  to  the  glands  in  the  anterior 
ifold  of  the  axilla,  and  a  few  into  the  anterior  mediastinal  glands, 
fn  both  cases  the  infection  may  reach  tlie  root  of  the  neck — in 
the  one  case,  to  the  glands  at  the  base  of  the  posterior  triangle; 
in  the  other,  to  those  near  the  origin  of  the  sterno-niastoid. 
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CHAPTER  XXXV. 
THE  SPINE. 

At  the  upper  part  of  the  spine  we  find  the  Suboccipital  triangle 
It  IS  situated  just  below  the  occipital  boue,  and  lias  tlie  followin.r 
boundaries  — Above,  the  superior  oblique;  below,  the  inferior 
obhqiie ;  internally,  the  rectus  capitis  posticus  major ;  the  roof 
is  formed  by  the  complexus;  and  the  floor  is  formed  by  the 
posterior  occipito-atloid  ligament  and  posterior  arch  of  the  atlas. 
The  Contents  are— (1)  The  vertebral  artery;  (2)  the  sub-occipital 
nerve;  and  (3)  anastomoses  between  the  profunda  cervicis,  the 
princeps  cervicis,  and  the  vertebral.    To  expose  this  triangle  the 
following  muscles  must  be  reflected— (1)  The  trapezius,  (2)  the 
sterno-cleido-mastoid,  (3)  the  splenius  capitis,  (4)  the  complexus,  and 
(5)  the  trachelo-raastoid.   The  sub-occipital  nerve  is  the  undivided 
posterior  primary  division  of  the  first  cervical  nerve,  and  lies  in 
the  groove  on  the  upper  surface  of  the  posterior  arch  of  the  atlas, 
beneath  and  behind  the  vertebral  artery.    It  is  chiefly  a  muscular 
branch  supplying  the  recti  and  obliqui  muscles  and  the  complexus. 
Tlie  great  occipital  nerve  is  the  enlarged  internal  branch  of  the 
posterior  primary  division  of  the  second  cervical  nerve;  it  passes 
from  the  canal  bet-\veen  the  atlas  and  the  axis,  and  turns  round 
the  lower  border  of  the  inferior  oblique,  covered  by  the  complexus, 
and  pierces  the  latter  muscle  and  the  trapezius  near  their  insertion 
into  the  cranium. 

MUSCLES  BETWEEN  THE  FIRST  AND  SECOND 
VERTEBRAE  AND  THE  OCCIPITAL  BONE. 

1.  Between  the  Atlas  and  the  Occipital  Bone.— (1)  The 
rectus  capitis  posticus  minor;  this  muscle  arises  from  the  pos- 
terior tubercle  of  the  atlas,  and  is  inserted  into  the  occipital  bone. 
(2)  The  superior  oblique  ;  it  arises  from  the  transverse  process  of 
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iLe  atlas,  and  is  imcrted  into  tlie  occipital  bone.  (3)  The  rectus 
capitis  lateraUs;  it  arises  from  tlie  upper  sur&ce  of  the  transverse 
process  of  the  atlas,  and  is  inserted  into  the  jugular  process  of  the 
occipital  bone.  (4)  The  rectus  capitis  anticus  minor;  it  arises 
from  the  front  of  the  lateral  mass  of  the  atlas,  and  is  inserted  into 
the  occipital  bone. 

2.  Between  the  Axis  and  the  Occipital  Bone.— The  rectus 
capitis  posticus  major;  this  muscle  arises  from  the  spinous  process 
of  the  axis,  and  is  inserted  into  the  occipital  bone. 

3.  Between  the  Atlas  and  the  Axis.— The  inferior  oblique; 
this  muscle  arises  from  the  spinous  process  of  the  axis,  and  is 
inserted  into  the  transverse  process  of  the  atlas.  It  is  this  muscle 
that  is  cliiefly  concerned  in  the  rotatory  movements  of  the  head 
on  the  top  of  the  spinal  column.  The  nodding  movements  of  the 
head  take  place  at  the  joint  between  the  atlas  and  occipital  bone; 
the  rotatory  at  the  joint  between  the  atlas  and  the  axis.  In  a 
patient,  therefore,  with  supposed  disease  of  the  cervical  vertebra;, 
if  he  can  nod  and  rotate  his  head  freely,  this  at  least  excludes 
disease  of  the  iqtper  two  or  three  vertebra; ;  and  if  flexion  of  the 
cervical  portion  of  the  spine  be  quite  free  it  shows  that  the  lower 
part  of  that  region  is  not  affected. 

THE  VERTEBRAL  COLUMN. 

The  Natural  Curves  of  the  vertebral  column  arc  four— two 
forwards  and  two  backwards,  and  are  dependent  on  the  shape  of 
the  intcr-vertcbral  discs,  and  not  on  the  bones  themselves;  the  for- 
ward ones  are  in  the  neck  and  lumbar  regions,  the  backward  in  the 
dorsal  and  sacral.  •  There  is  often  also  a  slight  lateral  curve  towards 
the  rigbt  side,  as  the  right  hand  is  irsed  more  than  the  left.  The 
length  of  the  movable  part  of  the  spine  is  about  twenty-eight 
inches,  and  of  this  seven  inches,  or  one  quarter,  is  taken  up  by 
the  discs  between  the  bodies ;  a  person  is  taller  in  the  morning, 
because  the  discs,  being  relieved  from  pressure,  expand  during  the 
night  from  their  elasticity.  The  size  of  the  bodies,  as  a  whole, 
increase  down  to  the  fifth  lumbar;  looking  at  it  in  segments, 
however,  it  is  seen  to  consist  of  four  pyramids ;  the  Imscs  of  the 
upper  two  meet  between  the  first  dorsal  and  last  cervical  vertebra, 
while  the  bases  of  the  lower  two  meet  between  the  fifth  lumbar 
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and  the  first  sacral  vertebra.     The  apices  of  the  two  n.iddle 
pyranuds  meet  at  the  fourth  dorsal  vertebra;  at  this  spot  here 
ore  the  spxne  rs  smaller  and  this  gives  more  room  for'tL 'ly 
of  the  lungs.    In  a  general  way,  the  movements  of  the  individual 
V     brae  upon   each  other  are  very  liniited,  and   this  affords 
addxtional  secunty  to  the  column;  as  a  whole,  however  it  L 
pretty  movable^    Fle.ion.  or  bending  forwards, 'is  nrost  Le  i 
I  e  cervical  and  lumbar  regions,  especially  in  the  latter,  between 
he  fourth  and  fifth  vertebiv.;  it  is  very  slight  in  the  doiil  region 
on  accoun  of  the  shape  and  direction  of  the  articular  facets  ;°thi; 

fortunate,  as  it  prevents  compression  of  the  tlioracic  viscera 
Extension,  or  bending  backwards,  is  also  most  free  in  the  cervical 
and  lumbar  regions,  especially  in  the  former;  it  is  limited  in  the 
dorsal  region,  from  the  direction  of  the  spinous  processes  and  the 
imbricated  laminae.  Lateral  movement  is  also  most  free  in  the 
cervical  and  lumbar  regions.  Rotation  or  twisting  is  most  marked 
m  the  dorsal  region,  as  the  articular  facets  and  spinous  processes 
allow  of  this  movement.  In  the  neck,  except  between  the  atlas 
and  the  axis,  it  is  exceedingly  limited;  this  is  important,  as  other- 
Avise  dislocation  would  be  apt  to  occur.  In  the  lumbar  region  the 
locking  of  the  articular  process  almost  entirely  prevents 'this 
movement. 

Occasionally  we  find  half  a  vertebra  too  nuiiiy,  sometimes  as  many 
as  two  or  three  halves  too  many.  In  such  a  case  tlie  half  vertebra 
lorms  a  wedge-like  mass,  consisting  of  half  the  body,  half  the 
spinous  process,  one  lamina,  and  a  transverse  process.  This  forms 
one  of  the  causes  of  "  lateral  curvature  "  of  the  spine.  The  junction 
ot  the  dorsal  and  lumbar  regions  is  the  part  of  tlie  spine  most 
moved,  and  this  probably  accounts  for  the  frequency  with  which 
we  meet  with  spinal  caries  (Pott's  disease)  in  this  situation. 

THE  SPINAL  CORD. 

Coverings.-(l)  The  spinal  dura  mater  is  a,  tough  fibro-serous 
membrane,  and  is  attached  to  the  edges  of  the  foramen  magnum ; 
from  this  point  it  passes  downwards  to  the  apex  of  the  sacrum  or 
the  base  of  the  coccyx ;  its  cavity,  however,  stops  about  the  second 
or  third  sacral  vertebra.  It  differs  from  the  cranial  dura  mater,  in 
that— (rt)  it  does  not  form  tlie  periosteum  of  the  bones,  as  between 
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it  and  the  lamiuc^  tlierc  is  inucli  loose  fat  and  cellular  tissue,  an.l 
a  venous  mesliwork;  {h)  it  does  not  split  to  form  venous  sinuses  ; 
and  U)  it  does  not  send  processes  into  tlie  substance  of  tlie  cord. 
Divide  the  dura  mater,  and  we  come  to  (2)  the  suhdural  space 
(arachnoid  cavU,;),  ^yith  very  little  fluid;  (3)  next  comes  the  spinal 
arachnoid  mater;  and  below  this  (4)  the  suharachnoid  space, 
containing  the  cerebro-spinal  fluid,  and  also  traversed  by  a  deli- 
cate meshwork  of  fine  connective  tissue  (the  suharaclinoid  tissue); 
and  (5)  the  pia  mater,  wHch  is  more  fibrous,  less  vascular,  and 
more  adherent  to  the  cord  than  the  corresponding  membrane  of 
the  brain. 

The  Cord  itself— It  extends  from  the  foramen  magnum  to  the 
lower  border  of  the  first  lumbar  vertebra— passing  above  into  the 
meduUa  oblongata,  and  below  into  the  filum  terminale ;  its  length 
is  from  fifteen  to  eighteen  inches.    Below  the  first  lumbar  vertebra 
the  bundle  of  nerve-roots  prolonged  downwards  form  the  "  cauda 
equina."    At  the  third  month  of  intra-uterine  life,  the  cord  passes 
along  the  entire  canal ;  but  after  this  period  the  nerve  roots  and 
the  bones  grow  faster  than  the  cord,  so  that  it  is  apparently 
drawn  up  into  the  canal.     At  birth  the  spine  is  quite  straight, 
and  the  cord  reaches  the  lower  border  of  tlie  third  lumbar  vertebra. 
OccasiouaUy,  however,  it  extends  along  the  whole  canal  at  birth. 
There  are  two  enlargements  of  the  cor<l— the  cervical  and  lumbar. 
The  Cervical  is  the  larger,  and  extends  from  the  third  cervical  to 
the  first  dorsal  vertebra;  it  corresponds  to  the  origin  of  the  nerves 
for  the  brachial  plexus  and  the  upper  extremity.    The  Lumbar  is 
opposite  the  twelfth  dorsal  and  first  lumbar  vertebiw,  and  from  it 
spring  the  nerves  for  the  lower  extremity. 

The  cord  consists  of  white  matter  externally,  and  grey  matter 
in  the  centre.  The  white  matter  consists  of  fibres,  and  is  the  part 
that  conducts  impulses  to  and  from  the  sensorium ;  it  is  roughly 
divided  into  anterior,  lateral,  and  posterior  columns  on  each  side 
by  the  two  median  fissures,  and  by  the  point  of  emergence  of  tlie 
anterior  and  posterior  roots.  The  anterior  root  is  motor,  and  leaves 
the  cord  by  a  number  of  fasciculi ;  the  posterior  is  sensory,  and 
has  a  ganglion  on  it,  and  leaves  the  cord  as  one  bundle.  ^  More 
particularly,  however,  the  white  columns  are  seen  to  bo  functionally 
divided  into  a  number  of  .strands. 
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The  Motor  Strands  arc  the  direct  or  uncrossed  pyramidal  tract 
and  the  crossed  pyramidal  tract  (Fig.  1 72).  The  direct  tract  (column 
of  TfjRCK)  IS  situated  in  the  anterior  column,  close  to  the  anterior 
median  fissure;  it  is  called  uncrossed,  because  the  fibres  forming  it 
coming  from  the  motor  centres  of  the  cortex,  have  not  crossed 
with  the  rest  of  the  motor  fibres  in  the  medulla.  The  crossed  tract 
IS  situated  in  the  lateral  column,  close  to  the  posterior  cornu,  but 
does  not  quite  reach  the  surface  of  tlie  cord;  the  fibres  of  this  tract 
have  crossed  m  the  medulla,  so  that  they  belong  to  the  opposite 
side  of  the  brain.    Tlie  motor  fibres,  therefore,  from  one  side  of  the 

Fig.  172. 
Section  of  Cord. 
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brain,  go  partly  down  the  same  side  of  the  cord,  though  the  greater 
number  cross  in  the  medulla  and  go  down  tlio  opposite  side;  both 
these  tracts  are  pyramidal  in  shape,  with  the  base  at  the  medulla, 
as  the  fibres  are  constantly  leaving  the  original  bundle. 

The  Sensory  Strands  are  the  postero-intemal  column  (column 
of  GoLi-),  the  direct  cerebellar,  and  the  antero-lateral  ascending 
tract  of  Hadden  and  Gowers;  iha  jmstero-internal  tract  is  situated 
in  the  posterior  column,  close  to  the  postero-median  "  fissure  ;  "  the 
direct  cerehellar  tract  separates  the  crossed  i^yramidal  tract  from 
the  surface  of  the  cord;  Avhile  Hadden  and  Goweb's  tract  is  situated 
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at  tlie  anterior  part  of  tlie  lateral  column,  just  in  front  of  the 
crossed  pyramidal  tract.    There  is  still  another  tract  that  should 
be  noted— viz.,  the  postero-external  column  (column  of  Burdach), 
situated  in  the  posterior  column,  close  to  the  posterior  cornu;  this 
is  the  tract  where  the  changes  are  first  seen  in  locomotor  ataxia 
CSio  172).    These  tracts  cannot  he  distinguished  m  the  healthy 
cord,  it  is  only  ^vhen  they  are  cut  off  from  their  trophic  centres 
and  undergo  degeneration  that  they  are  rendered  visible;  the  motor 
tracts  are  the  seat  of  descending  degeneration,  while  the  sensory  arc 
the  seat  of  ascending.    The  trophic  centres  for  the  motor  strands 
are  in  the  third  layer  of  the  grey  matter  of  the  cerebrum ;  those 
for  the  sensory  strands  are  in  the  gangha  on  the  posterior  roots 
of  the  spinal  nerves. 

In  addition,  however,  to  the  motor  fibres  in  crossed  pyramidal 
tract,  we  also  find  other  two  sets  of  fibres-(a)  The  vaso-motor 
and  {h)  fibres  that  convey  impulses  for  the  inhibition  of  spinal 
reflex  action ;  the  latter  fibres  probably  come  from  the  corpora 
quadrigemina,  and  pass  to  the  large  cells  of  the  anterior  horn ; 
hence,  when  the  crossed  tract  degenerates,  these  fibres  are  also 
destroyed,  the  results  being"  dilatation  of  blood-vessels  and  exag- 
geration of  the  normal  reflexes. 

MOTOR  AND  SENSORY  PATHS. 

Motor  Path : — 

1.  l^Iotor  centres  on  the  surface  of  the  brain,  in  the  region 

of  the  fissure  of  Eolando. 

2.  The  fibres  of  the  corona  radiata. 

3.  The  anterior  part  of  the  posterior  division  of  the  internal 

capsule. 

4.  The  corpus  striatum,  partly. 

.5.  The  superficial  longitudinal  fibres  of  the  crura  and  pons 
( =  the  crusta). 

G.  The  anterior  pyramids  of  the  medulla,  where  most  of  the 
fibres  cross  to  the  opposite  side,  to  form  the  crossed 
pyramidal  tract;  a  few  fibres  do  not  cross,  but  pass 
down  the  same  side  as  the  direct  pyramidal  tract. 

7.  The  crossed  pyramidal  tract  of  the  opposite  side  of  the 
cord,  and  the  direct  pyramidal  of  the  same  side. 


'■^'^^  Applied  Anatomy  : 

8.  The  anterior  uerve-roots  of  tlio  spiual  uerves. 

9.  The  motor  nerves. 
10.  The  muscles. 

Sensory  Path : — 

1.  The  end  organs  in  the  skin. 

2.  Tlie  sensory  nerves. 

3.  Tiie  posterior  nerve-roots  and  ganglia  of  the  spiual 

nerves,  some  entering  the  grey  matter  at  once,  others 
only  entering  it  after  tiiey  have  passed  through  the 
postero-external  column  (Burdach's). 

4.  The  postero--interual  column  of  the  opposite  side,  pro- 

bably the  direct  cerebellar,  and  Hadden  and  Gower's 
tract;  the  sensory  fibres  decussate  almost  as  soon  as 
tliey  have  entered  j  those  for  pain  and  temperature 
decussate  at  once,  those  for  touch  a  little  after  they 
have  entered,  and  tlie  fibres  for  the  muscular  sense 
decussate  in  tlie  medulla. 

5.  The  fasciculus  cuneatus  (^?-e,s;///br»i  hodu),  the  fasciculus 

gracilis  (jmteriov  2WnmidJ,  and  probably  the  fasci- 
culus teres  of  tlic  medulla. 
G.  The  fonnafio  reticularis  or  deep  longitudinal  filjrcs  of 
the  pons,  and  the  corresponding  part  of  the  crura 
( =  the  tegmentum). 

7.  The  optic  thalamus,  partly. 

8.  The  posterior  third  of  the  posterior  division  of  the 

internal  capsule. 

9.  The  fibres  of  the  corona  radiata. 

10.  Sensory  centres  on  the  surface  of  the  brain. 

Effects  of  Lesions.— Js^w,  suppose  there  is  a  lesion  involving 
both  motor  and  sensory  paths,  anywhere  above  the  medulla— saj^ 
at  the  iniemal  capsule,  the  usual  seat,— the  result  will  be  loss  of 
both  motion  and  sensation,  and  /juth  on  the  opposite  side  of  the 
body  to  the  brain  lesion ;  this  is  because  both  motor  and  sensory 
fibres  cross  to  the  opposite  side  between  their  point  of  origin  and 
termination,  the  motor  in  the  medidla,  the  sensory  in  the  cord. 
In  a  lesion  below  the  medulla— say,  of  one-half  of  the  spinal 
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cord— the  case  is  different ;  there  is  loss  of  motion,  but  increase 
of  sensibility,  on  the  same  side  below  the  injury;  and  loss  of 


Fig.  173. 
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sensation,  but  motion  not  affected,  on  the  opposHe  side.  This  is 
because  the  sensory  fibres  cross  in  the  cord  (Fig.  173).    There  is 
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also  a  band  of  hypersesthesia  on  the  injured  side,  corresponding  to 
tlie  upper  level  of  the  lesion,  where  the  nerve  elements  are  only 
m-itated,  not  destroyed,  and  below  that  there  is  a  zone  of  ana3Sthesia 
corresponding  to  the  part  of  the  cord  actually  destroyed. 

Fig.  174. 
Reflexes  of  Cord. 
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Observe  liow  tlie  Afifereut  Pibre  for  tlie  Deep  Reflex  enters  the 
Postero-External  Cohirau. 

THE  GREY  MATTER  OF  THE  CORD. 

The  grey  matter  of  the  cord  consists  of  two  crescentic  masses, 
the  concavity  being  directed  outwards,  and  the  convexities  meeting 
in  the  middle  line,  and  being  connected  by  the  grey  commissure, 
in  the  centre  of  which  is  the  central  canal  of  the  cord — the  per- 
manent remains  of  the  ectodermal  canal,  from  which  the  spinal 
cord  was  originally  developed.     It  consists  principally  of  nerve 
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cells,  tlie  best  known  of  which  are  the  large  multipolar  cells  of  the 
anterior  cornu  :  the  functions  of  these  cells  are  threefold — 

1.  They  are  Motor,  passing  on  and  intensifying  the  motor 
impulses  from  the  brain. 

2.  They  are  Centres  for  Reflex  Action.  Eeflexes  are  of  two 
kinds — su;perfidal,  or  skin,  and  de&p,  or  tendon  reflexes;  the  paths 
in  the  two  cases  are  nearly  the  same,  except  that  the  afferent  fibres 
for  the  deep  reflexes  do  not  enter  the  posterior  horn  directly, 
but  traverse  for  a  short  distance  the  postero  -  external  column 
(column  of  Bordach),  and  then  enter  the  grey  matter  and  pass 
to  the  anterior  cells;  this  fact  probably  explains  the  early  loss 
of  the  knee  jerk  (reflex  of  the  ligamentum  patellae)  in  locomotor 
ataxia,  since  this  disease  hegins  in  the  column  in  question  (Fig.  174). 
The  machinery  necessary  for  a  reflex  act— (1)  A  sensory  surface, 
(2)  an  afferent  nerve,  (3)  a  nerve  centre,  (4)  an  efferent  nerve,  and 
(.5)  a  muscle.  Injury  to  any  one  of  the  five  parts  mentioned  will 
necessarily  abolish  the  reflex. 

3.  The  cells  are  further  Trophic  Centres  to  the  various  volun- 
tary museles,  and  when  destroyed  the  muscles  waste  with  extreme 
rapidity,  and  give  what  is  termed  the  "reaction  of  degeneration;" 
this  reaction  consists  of  both  quantitative  and  qualitative  changes, 
and  to  a  great  extent  depends  on  the  fact  that  when  the  nerves 
going  to  or  those  formed  in.  the  muscles  are  destroyed,  then  the 
(jalvanic  current  only  will  cause  contraction  of  the  muscle;  the 
faradic  has  no  power  over  muscles  when  the  nerves  are  destroyed. 
The  quantitative  change  consists  in  the  fact  that,  after  the  first 
week,  the  muscle  shows  increased  sensitiveness  to  gcdvanic  elec- 
tricity ;  the  qualitative,  in  the  fact  that  what  occurs  at  the  catJwde 
(or  negative  pole)  in  health,  takes  place  at  the  anode  (or  positive 
pole)  in  all  cases  where  these  multipolar  cells  are  destroyed — i.e., 
the  cathodal  closing  contraction,  instead  of  being  the  stronger,  is 
now  feebler  than  the  anodal  closing  contraction.  Thus  the  order 
of  contractions  at  the  two  poles  m  health  is — 

C.  0. 0.  :   A.  C.  0.  :   A.  0.  C.  :    C.  0.  0. 

But  in  the  "  reaction  of  degeneration  "  the  anode  and  cathode  are 
rcver.sed,  and  we  have — 

A.  C.  C.  :    C.  C.  C.  :    C.  0.  C.  :    A.  0.  C. 
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But  this  reaction  occurs  not  only  when  the  cells  are  destroyed,  but 
also  in  all  cases  where  the  fibres  conveying  the  influence  from  the 
cells  to  tlie  muscles  are  divided— e.;/.,  in  division  of  the  ulnar  or 
niusculo-spiral  nerves ;  it  does  not  occur  in  cerehral  lesions,  and 
for  this  reason  electricity  is  of  great  importance  as  a  means  of 
diagnosis  between  a  lesion  of  the  grey  matter  of  the  cord  and  a 
lesion  of  the  grey  matter  of  the  brain. 

The  Special  Reflex  Centres  of  the  cord  are :— Centres  to  the 
organs  of  generation,  the  bladder,  and  rectum,  situated  in  the 
lower  part  of  the  cord ;  vaso-motor  centres,  and  centres  for  the 
secretion  of  sweat  all  through  the  cord.  For  the  cilio-spinal  centre, 
see  vol.  i.,  page  54C.  ' 


TROPHIC  SYSTEM  OF  NERVES. 

This  system  of  nerves  presides  over  the  nutrition  of  the  tissues 
and  of  the  spinal  cord.    It  seems,  so  far  as  is  at  present  known, 
to  consist  of  three  divisions.    The  First  Division,  or  system,  of 
trophic  cells,  is  situated  in  the  grey  matter  of  tlie  cerebrum,  and 
presides  over  the  nutrition  of  the  motor  tracts  of  the  cord.  The 
Second  Division,  or  system,  of  trophic  cells,  is  found  in  the  cells 
of  the  anterior  horn  of  the  cord,  and  presides  over  the  nutrition 
of  the  voluntarij  muscles.     The  Tllird   Division,  or  system,  of 
trophic  cells,  is  found  in  the  ganglia  of  the  posterior  roots  of  the 
spinal  nerves,  and  presides  over  the  sensonj  tracts  of  the  cord. 
Of  the  third  but  little  is  known  clinically ;  it  may  be  that  this  is 
at  the  root  of  locomotor  ataxia.    When  any  part  is  cut  off  from  its 
trophic  supply,  that  part  very  speedily  degenerates ;  thus,  destroy 
the  ganglia  on  the  posterior  root,  and  we  find  an  ascending 
degeneration  of  the  sensory  tracts ;  in  apoplexy,  where  the  motor 
tracts  are  severed,  from  their  trophic  cells,  we  find  a  descending 
degeneration  of  these  tracts ;  and  in  infantile  paralysis,  where  the 
cells  in  the  anterior  horn  are  destroyed,  the  nniscles  nourished 
from  the  destroyed  area  undergo  rapid  atrophy,  and  give  the 
"reaction  of  degeneration"  with  the  galvanic  current. 

In  order  to  fix  tiie  previous  anatomical  and  physiological  facts 
in  the  student's  memory,  I  will  apply  them,  as  far  as  possible,  to 
two  common  diseases — ordinary  apoplexy,  and  infantile  paralysis. 
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Apoplexy,  a  lesion  iu  tlie  First  Division  of  tlie  Trophic 
System ; — 

1 .  There  is  a  loss  of  motion  and  sensation  on  tlie  opposite  side 

of  the  body,  as  most  of  the  fibres  involved  in  the  brain 
cross  in  the  medulla,  or  cord,  to  the  other  side. 

2.  There  may  be  slight  weakness  of  the  same  side  from  the 

presence  of  the  direct  or  uncrossed  pyramidal  tract. 

3.  The  paralysed  muscles  do  not  waste,  as  they  are  still  con- 

nected with  their  trophic  centres,  and  therefore  their 
nutrition  is  unaffected. 

4.  At  first  the  paralysed  limb  may  be  warmer  than  its  felloAV, 

from  the  paralysis  of  the  vaso-motor  fibres  which  are  found 
in  the  crossed  pyramidal  tract,  and  are  destroyed  with  its 
degeneration, 

5.  The  crossed  pyramidal,  or  tract  of  the  opposite  side  of 

the  cord,  and  the  uncrossed,  or  direct,  of  the  same  side, 
degenerate,  usually  in  about  two  months  after  the  attack ; 
this  is  evidenced  by — 

6.  Exaggerated  tendon  reflexes,  as  the  inhibitory  fibres  for 

spinal  reflex  action  descend  in  the  degenerated  tract,  and 
are  therefore  destroyed;  also  by — 

7.  The  rigidity  {=  the  "late  rigidity")  of  the  paralysed  limbs, 

the  arm  being  held  in  the  flexed  position  and  the  leg  in  the 
extended;  also  by  the — 

8.  Eesistance  to  passive  movement;  the  arm  resists  very  power- 

fully all  sudden  attempts  to  straighten  it,  and  the  leg,  to 
flex  it. 

9.  The ,  electrical  reactions  of  the  paralysed  muscles  are  quite 

iiormal,  as  their  trophic  cells  are  unharmed. 

In  some  cases  there  is  great  pain  and  spasm  of  the  muscles 
immediately  after  the  attack  the  "early  rigidity");  this  shows 
tluit  the  nerve  elements  arc  not  destroyed,  as  tliey  can  still  react 
to  stimuli,  and  the  prognosis  is  therefore  good;  late  rigidity  is 
a  consequence  and  proof  of  destruction  of  the  nerve  elements, 
and  the  prognosis  isf^apreforo  hopeless  as  regards  cure  of  the 
cMiiilit  ion.  ^ 


Applied  Anatomy : 

Infantile  Paralysis,  a  lesion  in  the  Second  Division  of  the 
Trophic  System— the  large  cells  in  the  anterior  cornu. 

1.  There  is  immediate  paralysis  of  one  muscle,  a  group  or  groups 

of  muscles. 

2.  There  is  great  and  rapid  wasting  of  the  affected  muscles,  as 

they  are  cut  off  from  their  trophic  centres. 

3.  The  reflexes  in  the  affected  area  are  abolished  since  the  large 

cells  are  destroyed.  ° 

4.  The  muscles  do  not  become  rigid  but  remain  preternaturally 
^  flaccid.    This  is  perhaps  the  great  cause  of  club  foot. 

5.  Tlie  electrical  reaction  is  altered,  the  muscles  giving  the 

"  reaction  of  degeneration." 

In  Apoplexy,  the  primary  lesion,  pathologically  speaking,  is 
comparatively  insignificant,  the  secondary  changes  induced  being 
far  more  serious  than  the  original  injury.    In  Infantile  Paralysis" 
one  of  the  special  features  is  that  it  reaches  its  maximum  extent 
and  intensity  at  once,  and  any  further  change  is  towards  improve- 
ment.   It  does  not  induce  secondary  clianges  in  the  cord.  Many 
years  ago,  Mr  Hutchinson  pointed  out  a  possible  connection 
between  infantile  paralysis,  herpes   zoster,  and  localised  sclero- 
derma (morphwa).     Neither  of  these  affections  tend  to  spread, 
and  they  are  all  developed  to  their  full  extent  at  once ;  in  aU  there 
is  a  tendency  to  reparation,  to  a  certain  extent ;  in  none,  as  a  rule, 
do  second  attacks  occur ;  and  in  each  case  we  are  alike  ignorant 
of  thejjredisposing  influences,  and  of  the  means  of  cure.  In 
infantile   paralysis,  a  viator  nerve  is  affected;  in  herpes  zoster, 
a  sensory  nerve ;  while  in  scleroderma,  a  vaso-motor  nerve  is  pro- 
bably at  fault. 

Note  also  that  in  lesions  affecting  the  surface  of  the  cord— 
e.g.,  acute  meningitis,— the  symptoms  are  those  of  irritation  of 
the  motor  and  sensory  functions  of  the  cord,  such  as  the  intense 
]3ain  in  the  back  and  shooting  along  the  spinal  nerves,  spasms 
and  rigidity  of  the  muscles,  e.g.,  as  often  seen  in  spinal  caries.  In 
lesions  of  the  substance  of  the  cord,— e.r/.,  acute  myelitis,— the 
symptoms  are  rather  those  of  paralysis  of  muscles,  and  auresthesia, 
coming  on  rapidly,  while  the  pain  in  the  back  and  along  the  spinal 
nerves  is  not  well  marked;  but  tliere  are  well-marked  trophic 
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changes,  with  acute  bed-sores,  and  trouble  with  the  bowel  and 
bladder— incontinence  of  fajces  and  retention  of  urine. 

The  corresponding  affections  of  the  brain  very  closjly  resemble 
those  of  the  cord:  note  the  intense  headache,  the  exciTed  faculties, 
and  the  motor  spasm  in  meningitis;  the  comparative  absence  of  pain 
sluggish  pupils,  and  soporose  condition  of  the  patient  in  cerebritis, 
analogous  to  myelitis  of  the  cord. 

Tumours  within  the  Vertebral  Canal.— The  general  symptoms 
are  due  to  slow  compression,  and  its  results.     There  is  at  first 
paresis,  passing  into  complete  paralysis  of  motio]/  and  sensation, 
below  the  seat  of  the  lesion;  the  deep  reflexes  are  exaggerated, 
and  there  may  be  some  alteration  in  the  functions  of  micturition 
and  defecation.    There  is  usually  well-marked  "  girdle  pain,"  cor- 
responding to  the  nerves  given  off  at  the  upper  limit  of  the  lesion  • 
there  is  also  localised  pain  in  the  back.    If  aneurism,  sjnnal  caries,' 
syphilis,  and  malignant  disease  can  be  excluded,  the  indication  for 
treatment  is  to  trephine  the  spine  and  remove  the  tumour-  the 
point  for  trephining  is  the  upper  limit  of  the  lesion  as  indicated  by 
the  "girdle  pain."    The  sensory  phenomena  are  not,  as  a  rule,  so 
marked  as  the  motor,  except  in  cases  of  malignant  disease,  when 
tlie  pam  is  very  mt^m^—'^ paraplegia  dolorosa."    The  symptoms 
are  at  first  limited  to  one  side  of  the  body,  but  go  on  slowly 
increasing  till  both  sides  are  involved;   at  first  there  is  mciv 
weakness  of  one  side,  but  this  advances  to  complete  paraplegia.  It 
may  be  mistaken  for  neuralgia,  or  even  hypochondriacal  insanity,  as 
tJic  patient  s  mmd  almost  gives  way  under  the  continued  sufleriu" 

Tumours  and  Swellings  of  Spinal  Canal.-(l)  Inflammatory, 
as  gummata,  tubercular  deposits,  abscess  from  spinal  caries,  and 
fungoiis  granulations  from  the  same  cause,  becoming  transformed 
n  o  fibrous  tissue  afterwards,  and  gradually  compressing  the  curd. 
(.)  Simple  Tumours,  as  psammoma,  myxoma,  fibroma,  exostosis, 
rhabdo-myoma,  dermoid  and  hydatid  cysts.    The  cord  may  also  be 
compressed  from  haemorrhage.    (.3)  Malignant  Tumours,  usually 
sarcomata,  beginning  on  or  in  tlie  bones  surioumling  the  canal. 
We  may  also  find  secondary  cancerous  deposits.     In  tumours 
beginning  m  the  cord  itself,  as  glioma,  the  paralytic  symptoms 
would  be  better  marked,  and  developed  at  an  earlier  date  i'n  the 
'■uurso  of  the  disease  than  in  tumours  outside  the  cord. 
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The  Spinal  Cord  is  protected  from  injury  by — (1)  Tlic  cuitcs 
of  the  spine,  AvLich  deaden  tlie  shock  and  break  np  the  force; 
(2)  the  chistic  inter-vertebral  discs,  -which  act  like  buifers;  (3)  the 
general  flexibility  of  the  spine,  so  that  it  can  give  to  a  certain 
extent  without  breaking ;  (4)  the  small  amount  of  movement  at 
any  one  point;  (5)  the  wide  size  of  the  canal,  and  the  small  size 
of  the  cord,  together  with  its  central  position  ;  (G)  the  gap  left 
between  the  membranes  and  the  bone  ;  and  (7)  the  Huid  in  tlie 
membranes  and  the  mooriug  of  the  cord  in  the  centre  of  this  canal 
of  fluid  by  the  ligamentum  denticulatum,  so  that  it  is  but  little 
affected  by  the  movements  of  the  spine.  The  cord,  as  such,  stops 
at  the  lower  border  of  the  lirst  lumbar  vertebra;  its  lower  part  is 
protected  by  the  tough  "cauda  eipiina."  The  membranes,  however, 
pass  as  far  down  as  the  second  sacral  vertebra,  and  inflammation 
tliercfore  might  easily  spread  up  from  this  point.  The  parts  most 
apt  to  be  injured  are — (1)  The  atlo-axoid  region,  because  it  is  so 
near  tlie  skull,  and  because  at  the  foramen  magnum  the  cord  with 
its  membranes  lill  the  canal;  (2)  the  cei-vico-dorsal  region,  because 
here  the  flexible  cervical  joins  the  inflexible  dorsal  part;  and  (-3)  the 
dorso-lumbar  region,  for  the  same  reason,  and  also  because  it  is  near 
the  centre  of  the  column,  and  hence  there  is  great  leverage  above 
and  below  this  point. 

FRACTURE -DISLOCATION  OF  THE  SPINE. 

It  is  M'ise  in  all  cases  of  supposed  fracture  of  the  spine  not  to 
make  too  sure  of  the  diagnosis,  lest  during  manipulation  we  displace 
the  bones  and  crush  the  cord.  In  dislocation  of  the  first  vertebra 
i'rom  the  second,  or  in  fracture  of  the  odontoid  process,  the  patient 
will  necessarily  die  at  once,  or,  at  the  latest,  in  but  a  few  minutes, 
as  the  odontoid  process,  oi'  else  the  arch  of  the  axis,  presses  on  the 
medulla  destroying  the  respiratory  and  cardiac  centres.  So  also  in 
any  fracture -dislocation  alcove  the  origin  of  the  phrenic  nerves 
(chiefly  from  the  fourth  and  fifth)  the  patient  usually  dies  in  a  few 
minutes.  Below  this  point,  say  between  the  fifth  and  the  sixth, 
or  the  sixth  and  the  seventh,  the  patient  may  live  a  few  days, 
l)ut  with  everything  below  the  injured  point  paralysed — arm, 
leg,  abdonunal  muscles,  bladder  and  bowel,  etc.,-^though  at  the 
same  time  the  intellect  remains  clear.    The  breathing  is  entirely 
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diapliragmatic,  and  is  rapid;  but  this  is  not  sufficient  to  maintain 
life,  and  the  patient  gradnall}^  dies  comatose,  the  lungs  after  death 
being  found  congested  and  markedly  oedematous;  tliis  is  because 
the  patient  is  unable  to  cough,  since  the  abdominal  muscles  are 
paralysed.    In  fracture-dislocation  of  the  lower  dorsal  region,  the 
prognosis  is  fairly  good,  provided  the  patient  can  be  kept  alive; 
there  is  usually  a  considerable  improvement  in  from  six  months  to 
t^yo  years.    The  chief  points  to  be  attended  to  are  careful  nursing 
to  avoid  bed-sores  (often  acute  or  troplde),  and  special  attention  to 
the  bladder  and  bowels,  drawing  off  the  urine  at  least  twice  a  day. 
For  the  first  fortnight  there  is  usually  retention  of  urine,  from 
paralysis  of  the  detrusor  centre,  or  else  from  some  want  of  co- 
ordination between  the  higher  and  lower  centres,  so  that  it  must 
be  drawn  off,  and  this  constitutes  the  dangerous  period;  for  if  the 
catheter  be  not  thoroughly  purified,  or  if,  during  the  emptying 
of  the  bladder,  while  applying  pressure  over  the  pubes,  the  hand  is 
raised  before  the  catheter  is  withdrawn,  the  abdominal  wall  springs 
back  and  air  is  sucked  into  the  bladder,  fermentation  is  started, 
and  this  leads  to  severe  septic  cystitis,  suppurative  pyelo-nephritis, 
and  death.    This  condition  of  retention,  in  the  course  of  two  or 
three  weeks,  however,  gradually  passes  into  complete  incontinence, 
probably  from  the  destruction  of  the  centre  for  the  sphincter.  The 
centre  is  in  the  lumbar  enlargement  of  the  cord,  and  the  connections 
pass  along  the  third  and  fourth  sacral  nerves.    In  the  case  of  the 
rectum,  there  is  at  first  involuntary  passage  of  its  contents,  but 
by-and-by  the  centre  regains  itself.  It  is  a  curious  fact  that  in  cases 
of  complete  or  partial  recovery  the  centre  for  the  bowel  seems  to 
regain  its  function  sooner  than  the  bladder  centres;  it  is  common 
enough  for  the  bowel  to  recover  itself,  even  though  the  urinary 
centres  are  still  deranged,  and  may  remain  so  till  the  end  of  life. 
It  is  probably  because  the  process  is  a  less  complex  one,  and  comes 
to  be  performed  in  a  purely  reflex  manner,  with  little  or  no  help 
from  tlie  brain  centre;  the  difference  may  also  depend  to  a  certain 
extent  on  the  .^oUd  nature  of  the  contents.  If  the  centre  be  actually 
destroyed  there  will  be  incontinence  of  faeces  from  the  very  first; 
but  with  urination  it  is  diflerent— this,  apparently,  can  rarely,  if 
ever,  come  to  be  perfectly  performed  reflexly,  probably  because  of 
the  liquid  nature  of  the  excretion. 
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As  regards  the  causes  of  fracture-dislocation,  it  may  be  due  to — 
(1)  Indirect  violence,  as  from  extreme  bending  of  the  spine,  usually 
bending  forwards,  especially  in  the  cervical  region;  (2)  direct  vio- 
lence, as  from  a  blow  with  something  heavy;  or  (3)  a  mixture  of 
the  two,  as  when  a  person  in  falling  from  a  height  strikes  a  bar 
and  is  then  doubled  over  it — this  is  perliaps  the  worst  of  all.  The 
cord  may  be  entirely  destroyed,  while  the  tough  dura  mater  remains 
nntorn.  The  cord  is  believed  to  be  injured  at  the  moment  the 
violence  is  applied,  the  displaced  or  fractured  vertebra3  crushing  it 
to  a  pulp,  as  if  between  the  two  blades  of  a  bhmt  and  badly  set 
sliears,  and  after  this  partially  springing  back  again  to  then-  places. 
"Girdle  sensation"  is  usually  present  in  fracture,  but  not  so  con- 
stantly in  dislocation.  In  fracture,  also,  of  any  extent,  there  will 
probably  be  some  movable  spinous  processes — a  circumstance  that 
rather  points  to  severe  injury  and  smashing  of  the  bodies.  The 
cord,  however,  may  be  very  seriously  damaged,  while  there  is  but 
very  little  or  almost  no  apparent  deformity. 

A  curious  fact  has  been  noted  by  Professor  Chiene — viz.,  that 
if,  when  a  person  falls  from  a  height  on  his  feet,  tlie  os  calcis, 
or  the  bones  of  the  leg  are  broken,  the  spine  is  saved ;  but  if  the 
bones  of  the  leg  resist  the  shock,  the  spine  suffers.  Just  as  when 
a  watch  falls,  if  the  glass  be  smashed  the  works  escape ;  but  if  not, 
the  works  will  probably  be  irreparably  damaged. 

Girdle  Sensation. — Girdle  pain  is  often  found  in  cord  lesions, 
and  usually  corresponds  to  tlie  upper  limit  of  the  lesion.  It  is 
due  to  the  fact  that  at  this  point  the  cord  is  not  yet  completely 
destroyed,  but  is  being  irritated,  as  a  zone  of  inflammation  precedes 
the  destructive  -change.  It  may  be  due  also  to  the  irritation  of 
the  mrve  roots,  as  in  spinal  caries.  There  is  a  feeling  as  if  a  belt 
was  tightly  bound  round  the  thorax  or  abdomen ;  the  line  of  the 
belt  is  oblique,  following  the  course  of  the  intercostal  or  other 
nerves.  It  is  often  an  early  symptom  in  locomotor  ataxia;  it  is 
also  very  marked  in  .spinal  meningitis,  but  less  so  in  myelitis. 

In  connection  with  injuries  of  the  spine,  it  should  be  noted  that 
the  spinal  nerves  do  not  arise  from  the  cord  opposite  the  vertel^ra- 
after  which  they  are  named.  The  cervical  nerves  escape  ahore  the 
vcrtebrte  after  which  they  are  named,  the  eighth  being  above  the  first 
dorsal  vertebra;  the  rest  of  the  nerves  escape  heloxo  the  vertebrae  after 
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which  they  are  named.  As  regards  their  origin,  from  the  cord,  the 
upper  three  cervical  arise  opposite  the  first  two  vertebraj;  the  other 
five  cervical  arise  about  one  vertebra  higher  up  than  their  points 
of  exit  from  the  canal.  The  dorsal  nerves  at  the  upper  part  are 
also  about  a  vertebra  higher  up,  but  as  we  pass  down  the  distance 
increases  to  one  and  a  half  and  then  to  two,  so  that  the  eleventh 
dorsal  spine  corresponds  to  the  first  lumbar  nerve;  all  the  others 
are  crowded  opposite  the  twelfth  dorsal  and  the  first  lumbar 
vertebra?.    To  put  it  shortly,  it  may  be  stated  generally  that — 

1.  The  eight  cervical  nerves  are  found  between  the  occiput 
and  the  sixth  cervical  spine. 
The  six  upper  dorsal  are  found  between  the  seventh 
cervical  and  the  fourth  dorsal  spine. 

3.  The  six  lower  dorsal  are  found  between  the  fifth  and  the 

tenth  dorsal  spines. 

4.  The  five  lumbar  nerves  arise  opposite  the  eleventh  and 

twelfth  dorsal  spines. 

5.  The  five  sacral  arise  opposite  the  first  lumbar  spine. 
According  to  Thorburn,  the  arrangement  of  the  muscular 

nuclei  of  the  cervical,  or  brachial,  enlargement  of  the  spinal  cord 
is  the  foUowincr; — 


2. 


Suiira-spinatus  and  infra-!3piiiatus, 
Teres  minor  (?), 

j'Biccjjs, 

I  Brachialis  anticus,  . 

Deltoid, 
/Supinator  longns,  . 
ISupinator  brevis  (?), 

Suhscapularis, 

I'ronatoi's, 

Teres  major, 

Latissiinus  dorsi, 

Peetoralis  major, 
j'Trieeps, 
iSorratus  inagnus, 

Extensors  of  the  wrist 
Flexors  of  the  wrist, 
liiterosHpi, 
Otlier  intrinsic  muscles  of  tlie  luuul. 


j-4tli  Cervical  Nerve. 


■5th  Cervical  Nerve. 


>  Gtli  Cervical  Nerve. 


7t]i  Cervical  Nerve. 
8  th  Cervical  Nerve. 


1 


■1st  Dorsal  Nerve, 


2i8 


Applied  Anatomy : 


In  support  of  this  view  lie  states  that  in  cases  of  complete 
crush  of  the  spinal  cord  helow  the  fifth  cervical  nerve,  the  upper 
extremities  are  abducted  and  elevated,  and  with  rotation  outwards 
of  the  humerus,  together  with  flexion  of  the  elbow  and  supination 
of  the  wrist.  These  positions  are  due  to  tonic  contraction  of  the 
supra-spinatus  and  infra-spinatus  muscles,  together  with  the  deltoid, 
biceps,  brachialis  auticus,  and  supinators,  with  paralysis  of  the 
other  muscles  of  the  limb. 

As  regards  sensation,  Dr  Ross  has  pointed  out  that  the  outer 
parts  of  the  limb  are  supplied  by  the  higher  roots,  and  the  inner 
by  the  lower,  in  continuous  order. 

Erb's  Paralysis. — This  is  a  partial  paralysis  of  the  arm,  the 
result  of  some  injury  to  the  neck,  though  it  may  come  on  apart 
from  injury.  The  muscles  affected  are  the  deltoid,  the  biceps, 
brachialis  anticus,  and  the  supinators.  It  is  believed  to  be  due 
to  disease  or  injury  of  the  fifth  and  sixth  cervical  nerve  roots — 
l^robably  rupture  of  the  fifth  root.  Thorbdrn  maintains  that  the 
supra-spinatus  and  the  infra-spinatus  escape  in  Erb's  jDaralysis. 

Duchenne's  Obstetrical  Paralysis. — The  distribution  is  some- 
what similar  to  the  above,  only  the  supra-spinatus  and  the  infra- 
spinatus muscles  are  paralysed.  It  is  produced  in  infants  at  birth, 
either  by  pressure  from  the  position  of  the  arm,  or  by  traction  on 
tlie  neck  with  the  finger  or  hook.  Most  of  the  cases  sloMdy  recover. 
It  is  believed  to  be  due  to  rupture  or  bruising  of  certain  of  the 
cervical  nerve  roots,  including  the  fourth  root. 

'The  Cord  itself  may  suffer  in  a  variety  of  ways — (1)  It  may 
simply  suffer  from  the  primary  "  shock  "  or  concussion,  the  effects 
of  which  pass  off  in  a  little,  although  the  prognosis  should  be 
guarded;  if  there  be  sudden  and  complete  paralysis  at  once  it  must 
either  be  from  concussion  or  crushing.  In  concussion  of  the  upper 
cervical  region,  the  vagus,  spinal  accessory,  and  phrenic  are  likely 
to  be  irritated,  causing  a  sense  of  suffocation,  irregular  action  of 
the  heart,  and  vomiting  (vagus);  sjiasm  of  the  sterno-mastoid  and 
trapezius  ( spinal  accessory ),  hiccup  and  girdle  pain  in  the  region  of 
the  diaphragm  (2)hremc J.  In  the  lower  cervical  region  the  nerves 
of  the  brachial  plexus  are  apt  to  be  disturbed.  (2)  Tliere  may 
be  reactionary  haemorrhage  from  a  few  hours  after  the  accident 
to  the  end  pf  the  first  two  days,  causing  high  temperature,  pain. 
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and  paralysis  from  pressure ;  tlie  special  feature  here  is  that  the 
paralysis  is  not  at  once  but  some  lio^hvs  after  the  injury.  (3)  At 
the  end  of  ten  days  or  a  fortnight  the  symptoms  of  meningitis,  or 
inflammation,  may  show  themselves — fever,  severe  shooting  pains 
along  the  conrse  of  the  intercostal  nerves,  rigidity,  and  muscular 
spasm, — from  irritation  of  the  motor  and  sensory  nerves,  with 
hypersesthesia  and  excessive  reflex  irritability.  This  must  be  dis- 
tinguished from  myelitis :  meningitis  is  an  irritative  but  myelitis 
is  a  destroying  lesion,  and,  therefore,  in  myelitis  the  signs  of 
irritation  are  not  so  well  marked,  but  the  signs  of  paralysis  are 
very  well  seen.  There  is  a  short  irritative  stage  passing  into  motor 
and  sensory  paralysis,  with  probably  trophic  lesions,  since  the  grey 
matter  is  affected,  as  severe  cystitis,  involuntary  passage  of  fteces,  bed 
sores,  and  the  "reaction  of  degeneration"  in  the  muscles  affected. 
(4)  The  symptoms  of  the  immediate  shock  may  pass  off,  leaving 
but  little  apparent  ill  effects,  but  slow  ascending  and  descending 
degenerative  changes  may  follow— chronic  meningo-myelitis,  even 
more  to  be  dreaded  than  anything  else — which  will  ultimately 
carry  off  the  patient.  This  condition  is  often  seen  after  severe 
railway  accidents — "  railway  spine." 

A  fall  on  the  lower  end  of  the  spine  may  produce  injury  to  the 
cord  or  coccyx.  In  cord  injury,  the  signs  are  as  already  described, 
with  pain  in  the  lower  extremities.  When  the  coccyx  is  injured, 
we  may  either  get  coccyodynia  or  injury  of  the  sacro-coccygeal 
joint :  in  this  case,  there  is  great  pain  caused  by  the  muscles 
attached  to  the  bone — the  gluteus  maximus,  coccygeus,  levator  ani, 
and  sphincter, — especially  during  defecation,  and  in  women. 

The  Reflexes.— The  principal  reflexes  are— (1)  The  Epigastric, 
got  by  scratching  the  skin  over  the  fourth,  fifth,  and  sixth  inter- 
costal spaces :  this  shows  that  the  fourth  to  seventh  pairs  of  dorsal 
nerves  are  uninjured.  (2)  The  Abdominal,  got  by  stroking  the 
side  of  the  abdomen  from  the  edge  of  the  ribs  downwards:  this 
shows  that  the  eighth  to  twelfth  pairs  of  dorsal  nerves  are  safe. 
(3)  The  Cremasteric,  by  stroking  the  skin  on  the  inner  side  of 
the  thigh  when  the  testicle  is  drawn  up:  this  shows  that  the  first 
and  second  lumbar  nerves  are  all  right.  Tliis  reflex  is  best  marked 
ill  Ijoys.  The  reflex  centre  for  the  knee  jerk  is  said  to  be  opposite 
the  third  and  fourth  lumbar  nerves:  the  gluteal  at  the  fourth  and 
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fifth :  ankle  clonus  at  the  first  and  second  sacral :  and  the  plantar 
reflex  at  the  fourth  and  fifth  sacral.  The  cord  may  be  compressed 
from  other  causes  than  traumatism;  it  may  be  compressed  during 
the  course  of  caries,  from  the  bodies  falling  together,  also  from 
malignant  disease  of  the  bones  or  parts  near,  from  aneurism,  from 
hydatid  cysts,  and  from  meningeal  tumours. 

When  both  the  lower  limbs  are  paralysed,  and  sensation  lost 
as  high  as  the  navel,  it  indicates  a  lesion  as  high  as  the  ninth 
dorsal  nerve.  If,  in  addition  to  this,  the  muscles  of  the  belly  wall 
and  intercostals  are  paralysed,  and  sensation  lost  as  high  as  the 
second  rib  and  a  portion  of  the  inner  side  of  the  arm,  it  indicates 
ii  lesion  as  high  as  the  first  dorsal  nerve.  K  still  higher,  say  up 
to  the  fifth  cervical,  the  upper  limbs  will  be  paralysed  and  the 
respiration  will  be  entirely  diaphragmatic.  The  seventh  dorsal 
nerve  supplies  the  akin  over  the  pit  of  the  stomach,  and  it  has 
been  said  that  "  belly-ache  "  has  been  diagnosed  instead  of  disease 
<if  the  spine,  the  pain  being  referred  to  the  peripheral  termination 
of  the  nerve.  In  like  manner  also,  in  atlo-axoid  disease,  the  great 
occipital  nerve  is  implicated,  causing  intense  headache,  which  may 
lead  the  Surgeon  otl'  the  scent,  especially  in  the  case  of  cliildren, 
who  persistently  complain  of  a  "sore  head." 

Trephining  the  Spine. — The  object  of  this  operation  is  to  cut 
down  on  the  vertebral  column,  remove  a  few  of  the  spinous  pro- 
cesses and  lamina?.,  in  order  to  relieve  the  cord  from  the  pressure 
of  displaced  or  broken  vertebrfe,  or  from  the  pressure  of  effused 
blood;  tlic  cord  is  often  crushed  against  the  lamina;,  and  their 
removal  allows  it  to  curve  round  the  projection  without  undue 
pressure.  The  great  risk  of  such  an  operation  is  septic  memngitis, 
as  it  converts  the  simple  wound  into  a  com2:)ound;  but  if  the 
Surgeon  has  sufficient  faith  in  antiseptic  principles,  and  in  his  own 
ability  to  carry  them  out,  it  matters  but  little,  as  the  wound  will 
readily  heal,  and  the  patient  is  in  no  worse  a  condition  than  before. 
The  operation  will  only  l^e  of  use  where  the  paralysis  is  duo  to 
pressure  of  bone  or  blood  eifusion,  but  wiU  do  no  good  should  the 
case  be  one  of  rupture  of  the  cord,  or  where  the  cord  is  crushed  to 
a  pulp  inside  the  untorn  dura  mater. 

A  septic  wound  in  tins  region  is  specially  dangerous  from  the 
lai'ge  number  of  venous  plexuses  in  connection  with  the  vertebraa. 
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The  dorsi-spinal  veins,  wliicli  return  the  blood  from  the  skin  and 
muscles  of  the  back,  siu-round  the  various  processes  of  the  vertebras, 
and  then  perforate  the  liganienta  subflava  and  join  the  posterior 
longitudinal  set  of  veins  in  the  spinal  canal;  these  in  turn  com- 
municate with  the  anterior  longitudinal  set,  and  this  set  again  with 
tlie  vencB  basis  vertehrarum.  For  these  reasons  a  septic  Avound  is 
specially  apt  to  be  followed  by  pyiBmia  and  death, 

Dr  Macewen,  of  Glasgow,  has  also  operated  with  complete 
success  for  the  relief  of  paraplegia,  due  to  angular  curvature;  in 
such  cases  pressure  may  be  exerted  on  the  cord  by  new  growths  of 
connective  tissue,  or  else  by  direct  displacement  of  the  bodies  of  the 
vertebraj.  The  paraplegia  is  often  accompanied  with  incontinence  of 
urine  and  fajces,  placing  the  patient  in  a  most  deplorable  condition. 
An  incision  is  made  along  the  tips  of  the  spinous  process,  the 
tendinous  connections  are  divided,  and  then  the  soft  parts  are 
shelled  aside  from  the  bone  by  means  of  a  periosteal  elevator,  the 
hemorrhage  being  arrested  by  sponge  pressure.  The  laminse  are 
then  divided  and  removed  over  the  affected  part,  the  cord  exposed, 
and  the  new  connective  tissue  growth  removed.  It  may  be  neces- 
sary to  open  the  dura  mater,  and  in  such  a  case  it  must  be  carefully 
stitched  up  again  at  the  conclusion  of  the  operation,  otherwise  the 
cerebro-spinal  fluid  will  drain  away.  Dr  Macewen  has  a  special 
set  of  instruments  for  this  operation. 

SPINA  BIFIDA. 

This  has  been  defined  as  a  congenital  hernia  of  the.  sjiinal 
membranes  through  a  fissure  in  the  walls  of  the  canal;  it  is  most 
frequently  situated  at  the  lower  part  of  the  vertebral  column, 
where  it  forms  a  rounded  tumour  lying  in  tlie  middle  line  of  the 
back,  fluctuating,  and  may  be  transparent,  and  adhering  to  the 
bones  of  the  column.  It  may  be  possible  to  feel  the  hole  in  the 
canal  and  the  absence  of  the  spinous  processes  of  the  vertebras  in 
that  situation;  it  may  be  partially  reducible  with  the  production 
of  nervous  symptoms.  It  is  often  associated  with  paralysis  of 
the  limbs,  sphincters,  or  with  convidsions;  also  with  club  foot 
(especially  talipes  equino-varus)  and  hydrocephalus. 

To  understand  its  niodo  of  origin  it  will  be  necessary  to  refer 
U)  the  development  of  a  tyjtical  vertebra.    There  are  three  primanj 
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centres — one  for  the  bodj',  wliich  ai^pears  about  the  eighth  week 
of  foetal  life,  and  one  for  each  lamina  which  appear  about  the 
sixth  week;  the  secondarij  centres  for  the  processes  and  upper 
and  lower  surfaces  of  the  body  do  not  concern  us  at  present.  The 
laminic  should  unite  behind  during  the  first  year  of  extra-uterine 
life,  and  the  ossification  begins  above  and  passes  downwards,  so 
that  naturally  the  lower  dorsal  and  sacral  laminae  are  the  last  to 
close,  and  it  is  exactly  in  this  situation  that  spina  bifida  is  most 
frequently  found. 

Varieties  of  Spina '  Bifida. — (1)  Spinal  Meningocele,  where 
the  membranes  of  the  cord  alone  protrude,  forming  a  sac  filled 
with  cerebro-spinal  fluid.  In  this  case  the  unaffected  cord  lies  in 
the  middle  of  the  canal  as  usual.  The  spinal  nerves  come  off  from 
the  sides  of  the  cord,  and  pass  outwards  and  forwards  to  make 
their  exit  at  the  inter-vertebral  foramina.  (2)  Meningo-Myelocele, 
where  the  sac  is  formed,  not  only  by  the  membranes,  but  by  the 
nerve  roots,  and  even  part  of  the  cord  itself.  The  unaltered  cord 
is  usually  attached  to  the  posterior  wall  of  the  sac.  The  spinal 
nerves  spring  from  their  usual  point  of  origin,  and  pass  across  the 
cavity  of  tlie  sac  to  make  their  exit  at  the  inter- vertebral  foramina. 
Tins  is  the  most  common  form.  (3)  Syringo-Myelocele. — In  this 
form  the  membranes  also  form  part  of  the  sac  wall,  but  the  chief 
feature  is  that  the  central  canal  of  the  cord  itself  is  dilated  to  form 
the  sac — the  inner  lining  of  the  sac  being  formed  by  the  expanded 
and  atrophied  substance  of  the  cord.  The  spinal  nerves  arise  from 
their  usual  situation,  and  then  curve  round  the  expanded  cord,  pass- 
ing forwards  to  reach  the  inter-vertebral  foramina.  (4)  Myelocele.— 
In  myelocele  there  is  no  marked  tumour,  the  spread  out  halves 
of  the  cord  being  almost  on  a  level  with  the  skin.  It  forms  a 
triangular  rosy-pink  surface,  with  the  apex  above,  and  in  the  angle 
we  find  a  small  opening — the  central  canal  of  the  cord.  The 
surface  is  very  vascular,  being  covered  with  a  closely  set  plexus 
of  enlarged  and  tortuous  capillaries  (Sutton).  The  spinal  nerves 
emerge  from  the  anterior  surface  of  the  spread  out  and  flattened 
halves  of  the  cord,  and  pass  forwards  to  gain  the  inter-vertebral 
ftu-amina.  In  this  case,  therefore,  not  only  are  the  laminae  of  tlie 
vertebrae  deficient,  but,  in  addition  to  this,  the  primitive  doi-sal 
laminiv  of  the  blastodei-m,  which  bound  the  original  neural  or 
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cercbro-spiual  groove,  liavc  not  united  at  tlie  jjoint  in  question. 
In  tlie  case  of  uieningo-myelocele  (the  common  form)  it  is  often 
possible  to  trace  a  median  furrow  on  the  sac  wall,  or  detect  an 
"umbilicus";  this  indicates  the  point  at  which  the  cord  joins  the 
■wall  of  the  sac.  (-3)  Spina  bifida  occulta  is  merely  a  deficiency  in 
the  lamiuiu,  but  without  any  visible  external  tumour;  it  is  common 
to  find  a  hairy  mole  over  the  part,  and,  as  in  the  other  forms,  it 
is  often  accompanied  by  talipes  equino-varus,  and  sometimes  by 
"  perforating  ulcer"  of  the  foot.  The  skin  over  the  ordinary  forms 
is  often  thin  and  translucent  and  bluish,  from  dilated  capillaries, 
closely  resembling  a  najvus. 

The  same  principles  of  diagnosis  must  be  adopted  as  in  the 
corresponding  conditions  of  the  cranial  vaiUt.  We  have — (1)  A 
tumour  in  the  middle  line;  (2)  on  deep  pressure,  the  spinous  pro- 
cesses are  found  to  be  absent  and  the  lamiufe  defective,  and  hence 
a  hole  is  made  out,  with  a  bony  rim  round  it;  (3)  it  is  reducible, 
wholly  or  in  jjart,  Avith  the  production  of  nervous  symptoms  and 
increased  fullness  in  the  anterior  fontanellc;  and  (4)  it  becomes 
fuller  and  tenser  when  the  child  cries,  or  during  strong  expiratory 
efforts,  and  is  probably  associated  with  hydrocephalus,  club  foot, 
or  paralysis  of  the  lower  extremities.  From  fatty  tumours,  dermoid 
and  other  cysts,  and  a  spina  bifida  whose  communication  with  the 
spinal  canal  has  been  cut  ofi'  ( false  spina  Mp'da),  the  diagnosis  is 
made  as  in  the  corresponding  affections  of  the  head.  The  greatest 
difficulty,  in  some  cases,  is  to  distinguish  it  from  a  nievus,  and  in 
very  doubtful  cases  a  hypodermic  syringe  must  be  used;  sometimes, 
too,  there  is  a  large  mass  of  fat  covering  a  small  spina  bifida,  and  in 
removing  the  supposed  fatty  tumoui-  the  cyst  has  been  opened  and 
death  resulted  from  septic  meningitis.  In  such  cases  tlio  mass  of 
fat  is  deeply  placed,  often  extending  into  the  canal,  and  fixed  to  the 
spine.  It  may  be  associated  with  paralysis  of  the  lower  extremities. 
(,)cca.sionally,  too,  a  sebaceous  or  dermoid  cyst  may  be  found  under 
the  hairy  patch  in  cases  of  spina  bifida  occulta.  Again,  a  small 
meningocele  may  be  found  in  the  centre  of  congenital  sacral 
tumours ;  this,  however,  is  very  rare.  A  spina  bifida  must  not 
be  confounded  with  a  congenital  sacro-coccygeal  tumour,  nor  with 
an  attached  fcctus,  or  with  a  tumour  containing  the  remains  of  a 
suppressed  ffctus,  or,  as  it  is  called,  a  Teratoma.    A  congenital 
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sacro-coccygeal  tumour  usually  lies  in  front  of  the  coccyx  and  lower 
part  of  tlie  sacrum,  behind  the  rectum  and  helow  the  levator  ani. 
An  attached,  or  suppressed,  foetus  is  placed  higher  up  than  a  sacro- 
coccygeal tumour,  and  a  spina  bifida  higher  up  still,  being  usually 
found  in  the  lumbar  region.  Acquired  Tumours  in  this  region 
are — Sebaceous  cysts,  lipoma,  fibroma,  and  sarcoma.  Occasionally 
a  large  abscess  may  be  found  in  this  situation  in  connection  with 
spinal  caries. 

Treatment. — As  in  other  forms  of  congenital  hernia,  the  cure 
is  sometimes  spontaneous,  and  therefore  it  is  advisable  to  wait 
a  few  months  before  doing  anything.  The  natural  tendency  is 
usually  towards  death,  either  from  bursting  of  the  sac  leading  to 
convidsions,  or  from  hemiplegia  and  its  eifects  on  the  bladder  and 
bowel;  at  times,  again,  it  may  cure  by  becommg  blocked  off  from 
the  canal.  In  cases  where  the  tumour  is  large  and  threatening  to 
burst,  tapping,  followed  by  pressure,  has  occasionally  cured  the 
condition.  Ligature  and  excision  of  the  sac  has  been  tried,  but 
usually  with  a  fatal  result,  from  meningitis;  drainage  has  also  been 
tried,  but  has  always  been  fatal  by  convulsions,  from  the  too  rapid 
escape  of  fluid.  A  very  common  cause  of  death  is  meningitis,  set 
up  by  inflammation  of  the  sac  and  the  tissues  over  it. 

Morton's  Method. — This  seems  to  be  the  most  successful  and 
safest  mode  of  treatment  yet  discovered.'  About  half  the  fluid  in 
the  sac  is  withdrawn  by  a  small  trochar,  introduced  obliquely  at 
the  upper  part,  and  through  the  sound  textures,  to  avoid  leakage 
afterwards,  and  in  sucli  a  way  as  to  avoid  large  veins  and  nerves, 
which  can  best  be  done  by  examining  the  swelling  in  a  dark  room 
by  transmitted  Jight;  it  will  also  be  better  to  make  the  trochar 
traverse  sound  tissue  for  some  little  distance  before  its  point 
enters  the  sac.  A  syringe  is  then  filled  with  Morton's  solution 
and  emptied  into  the  sac  through  the  canula.  The  quantity  injected 
will  necessarily  vary  according  to  the  size  of  the  tumour,  but  half 
a  drachm  may  be  taken  as  the  average.  As  the  cannula  is  removed, 
the  edges  of  the  wound  must  be  grasped  to  prevent  the  entrance 
of  air,  and  the  opening  thou  sealed  up  with  flexible  collodion  and 
cotton  wool,  aiid  supported  by  a  pad  and  bandage. 

Morton's  Solution.— Iodine  ten  grains,  and  potasii  iodidi  thirty 
grains,  to  an  ounce  of  glycerine.    The  glycerine  prevents  difl'usion 
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upwards  througli  the  cerebro-spinal  fluid,  and  thus  keeps  the  iodine 
iu  contact  with  the  wall  of  the  sac.  ,  •   n  i 

In  those  who  habitually  carry  heavy  weights  on  their  back- 
as  sacks  of  coal,  flour,  etc.,  a  bursa  is  often  developed  over  he 
spinous  process  of  the  seventh  cervical  vertebrae  (the  vertehra 
prominens)  which-  is  liable  to  all  the  diseases  that  attack  bursse 

elsewhere.  •      i  •  i 

Syringomyelia.— A  name  applied  by  Olliviee  to  cases  m  which 
cavities  of  different  kinds  are  met  with  within  the  substance  of 
the  spinal  cord,  either  connected  with  the  central  canal  or  not. 
This  must  not,  however,  be  confounded  with  congenital  and  wide- 
spread distension  of  the  central  canal  of  the  cord-Hydromyelia. 
Hydrorrachis  is  a  generic  term  applied  to  any  distensiou  of  the 
spinal  canal,  or  its  membranes,  by  cerebro-spinal  fluid.  Syringo- 
myelia is  not  congenital  but  acquired,  and  may  possibly  result 
from  ti-aumatism.    Various  symptoms  arc  said  to  accompany  this 
condition— (1)  Progressive  muscular  atrophy  and  paralysis  of  one 
limb,  but  often  extending  to  the  opposite  limb  of  the  body. 
(2)  Vasomotor  and  trophic  disturbances  in  the  affected  limb,  with 
lessened  excretion  of  sweat.     (3)  Loss  of  the  sensations  of  pain 
and  temperature  in  the  atrophied  part,  whHe  the  senses  of  touch 
and  location  may  be  preserved. 

Costal  Arches. —  There  arc  usually  seven  costal  cartilages 
attached  to  the  sternum,  corresponding  to  the  seven  true  ribs. 
Occa.sionally,  however,  there  are  eight  costal  cartilages  attached 
to  the  sternum,  this  peculiarity  occurring  most  frequently  m 
negroes.  Again,  there  may  be  eight  on  one  side— usually  the 
l  ight— and  seven  on  the  other.  Curiously  enough,  the  Chimpanzee 
and  the  GorUla  have  eight  true  ribs,  with  eight  costal  cartilages 
attached  to  the  sternum:  in  the  Ourang  the  arrangement  is^  the 
same  as  in  man,  while  in  the  Gibbon  the  eighth  costal  cartilage 
almost  touches  the  sternum. 

Costo-Sternal  Articulations.- The  cartilage  of  the  first  rib  is 
directly  continuous  with  the  sternum,  without  any  synovial  mem- 
brane; the  second  and  third  have  each  two  synovial  membranes, 
while  the  other  four  cartilages  have  only  one  each. 

Cleft  Sternum. —  The  four  pieces  forming  the  body  of  the 
sttirnum  aiv,  usually  developed  from  a  single  modiaii  centre  for 
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each  piece;  occasionally,  however,  the  lower  two  or  three  pieces 
of  the  body  are  developed  from  two  centres,  each  placed  laterally. 
Sometimes  the  lateral  centres  feil  to  unite,  giving  rise  to  a  con- 
dition known  as  sternal  fissure,  where  there  is  a  narrow  slit  left, 
or  sternal  foramen,  where  there  is  a  larger  hole  left  between  the 
pieces.  The  npper  border  of  the  sternum,  at  the  end  of  expiration, 
IS  on  a  level  with  the  disc  between  the  second  and  third  dorsal 
vertebr;e. 

Lymphatics  of  the  Thorax.— Tlie  glands  of  this  cavity  are 
divided  into— (1)  Intercodal,  placed  between  the  tM-o  sets  of 
intercostal  muscles.  (2)  The  Infernal  Mammary,  in  close  relation 
with  the  internal  mammary  vessels.  (.3)  Tlie  Anterior  Mediastiiml 
placed  in  the  loose  tissue  of  that  space.  (4)  The  Posterior  Medias- 
tinal, round  the  aorta  and  the  rcsophagus,  communicating  on  each 
side  with  the  intercostal,  belo^^'  with  the  lumbar,  and  above  with 
the  deep  cervical  glands ;  they  also  receive  communications  from 
the  bronchial  glands,  which  return  the  lymph  from  the  lungs. 
The  bronchial  glands  are  situated  around  the  bifurcation  of  thv 
trachea  and  root  of  the  lung;  these  gland.s,  as  well  as  the 
anterior  mediastinal  group,  are  enlarged  in  the  various  forms  oC 
lymphadenoma,  and  in  cancerous  affections,  and  may  give  rise  to 
difficulty  of  breathing  from  pressure  on  the  air  passages. 

TABLE  OF  PARTS  OPPOSITE  THE  SPINES  OF  THE 
VERTEBRA  (slightly  modified  from  Holden). 
Cervical  Region.— 5th.  Cricoid  cartilage:  the  pharynx  ends:  the 

oesophagus  begins. 

6th. 

7th.  Apex  of  the  lung:  slightly  higher  in  the 
female  than  the  male. 

Dorsal  Region.  — 1st. 

2nd. 

3rd.  Aorta  reaches  the  spine  (left  side  of  tlic 
hodt/  of  the  fourth  vertebra) :  apex  of  lower 
lobe  of  lung:  angle  of  bifurcation  of  the 
trachea. 

4th.  Aortic  arch  ends  (left  side  ol  the  body  of 
the  fifth  vertebra):  upper  level  of  heart. 
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Dorsal  Region.  — 5th. 

6th.  Level  of  aortic  semilunar  valves,  towards 
left  side,  and  beginning  of  the  aorta. 

7th. 

8th.  Lower  level  of  the  heart:  central  tendon 

of  the  diaphragm. 
9th.  (Esophagus  and  inferior  vena  cava  pass 
through  the  diaphragm :  upper  level  of 
the  spleen:  cardiac  orifice  of  the  stomach. 

1 0th.  Lower  edge  of  lung :  liver  comes  to  the  sur- 
face posteriorly. 

nth.  Lower  border  of  spleen:  supra-renal  cap- 
sules: upper  end  of  left  kidney,  right  a 
little  lower. 

12th.  Lowest  part  of  pleura:  the  aorta  passes 
through  the  diaphragm:  pyloric  opening 
of  stomach,  and  level  of  pylorus:  origin 
of  coeliac  axis. 

Lumbar  Region. — 1st.  Eeual  arteries:  upper  and  Avidest  part  of 

the  pelvis  of  the  kidney:  hilus  of  kidney: 
pancreas. 

2nd.  End  of  spinal  cord:  level  of  duodenum 

and  receptaculum  chyli. 
3rd.  Umbilicus:  lower  border  of  kidney:  point 

at  which  the  pelvis  joins  the  ureter  on  the 

left  side. 

4th.  Bifurcation  of  abdominal  aorta  : '  highest 
point  of  iliac  crests:  point  at  which  the 
pelvis  joins  the  ureter  on  the  right  side. 

5th.  Formation  of  inferior  vena  cava. 

IMPORTANT  LANDMARKS  near  the  Middle  Line  in  Front, 

together  with  the  corresponding  levels  behind. 
1st  Cervical. — Hard  palate  on  a  level  with  the  anterior  arch  of 

the  atlas :  position  also  of  a  gland  that  receives  lymphatics 

from  the  nose. 

*  R 
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2nd  Cervical. — Transverse  process  of  the  atlas  just  below  and  in 
front  of  the  mastoid  process,  and  is  the  deep  guide  to  the 
position  of  the  spinal  accessor}'-  nerve  at  the  anterior  border 
of  the  sterno-mastoid  muscle:  the  lower  edge  of  the  teeth 
of  the  upper  jaw  on  a  level  with  the  body  of  the  axis. 

3rd  Cervical. 

4th  Cervical. — Level  of  the  hyoid  bone. 

5th  Cervical. — Between  the  fourth  and  sixth  vertebraj  we  find  the 
thyro-hyoid  membrane,  the  thyroid  cartilage,  and  the  crico- 
thyroid membrane;  the  middle  of  the  thyroid  cartilage 
corresponds  to  the  level  of  the  true  vocal  cords. 

6th  Cervical. — Level  of  the  cricoid  cartilage:  "carotid  tubercle" 
(anterior  tubercle  of  the  transverse  process  of  the  sixth 
cervical  vertebra).  Just  above  or  at  this  point  the  common 
carotid  is  usually  tied  in  the  high  operation :  it  corresponds 
also  to  the  point  at  which  the  omo-hyoid  crosses  the  common 
carotid:  just  below  this  level  the  vertebral  artery  is  tied, 
using  the  "carotid  tubercle"  as  deep  guide.  It  also  cor- 
responds to  the  end  of  the  pharynx;  the  beginning  of  the 
oesophagus;  the  beginning  of  the  rings  of  the  trachea;  and 
just  below  it,  the  tracliea  is  opened  in  the  liigh  operation 
of  tracheotomy. 

Sterno-Clavicular  Articulation  corres]Donds  to  the  formation  of  the 
innominate  veins,  the  bifurcation  of  the  innominate  arteiy, 
the  common  carotid  on  the  left  side,  and  still  further  back, 
the  anterior  edge  of  the  lungs. 

Upper  Edge  of  Sternum  is  on  a  level  with  the  disc  between  the 
second  and  third  dorsal  vertebrae,  at  the  end  of  expiration. 

Anterior  End  of  First  Rib,  on  a  level  with  the  posterior  end  of  the 
fourth,  and  so  on  for  the  others:  the  anterior  end  of  second 
on  a  level  with  the  j^osterior  end  of  the  sixth:  the  tliird 
with  the  seventh,  etc. 

Ridge  on  Sternum  at  Junction  of  Manubrium  and  Gladiolus. — 

This  corresponds  to  the  level  of  the  second  rib,  and  is, 
therefore,  a  useful  landmark  when  counting  the  ribs:  it 
also  corresponds  to  the  highest  point  of  the  arch  of  tlio 
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aorta,  the  bifurcation  of  the  trachea,  the  origin  of  the 
innominate  artery  (over  the  middle  of  the  sternum),  also 
the  origin  of  the  left  common  carotid  and  left  subclavian 
arteries"  at  its  right  side  is  the  "aortic  area  "—junction  of 
second  right  costal  cartilage  with  the  sternum. 
Space  below  Second  Rib  corresponds  to  the  level  of  the  base  of 
the  heart. 

Third  Left  Costal  Cartilage:  at  its  junction  with  the  sternum 
is  the  "  pulmonary  area  "  and  position  of  pulmonary  valves, 
and  behind  this,  aortic  valves  and  beginning  of  the  aorta. 

Third  Intercostal  Space:  opposite  this  point,  about  one  inch  to 
the  left  of  the  sternum,  we  find  the  mitral  valves,  but 
not  the  "mitral  area:"  the  mitral  valves  are  the  deepest 
(furthest  back)  of  all  the  valves  of  the  heart. 

Fourth  Costal  Cartilages:  near  this  level  we  find  the  "tricuspid 
area"  and  the  tricuspid  valves:  at  this  point  the  anterior 
edge  of  the  left  lung  leaves'  the  sternum,  exposing  the 
anterior  wall  of  the  heart.  Over  or  just  below  the  fourth 
costal  cartilages  we  find  the  nipple  in  the  male. 

Fifth  Left  Space,  apex  of  heart  about  three  and  a  half  inches  to 
the  left  of  the  middle  line. 

Sixth  Costal  Cartilage,  lower  level  of  the  anterior  edge  of  the 
right  lung. 

Seventh  Left  Cartilage,  cardiac  orifice  of  the  stomach  is  just  behind 
this,  about  one  inch  to  the  left  of  the  sternum. 

Xiphi-Sternal  Articulation,  on  a  level  with  the  ninth  dorsal 
vertebra;  it  corresponds  also  to  the  lower  border  of  the 
heart  (margo  acutus ),  the  central  tendon  of  the  diaphragm, 
and  the  upper  border  of  the  liver  in  the  middle  line. 

Ninth  Right  Costal  Cartilage;  at  this  point  the  fundus  of  the  gall 
bladder  comes  nearest  the  surface,  close  to  the  edge  of  the 
right  rectus  (right  linea  semilunaris). 

Tip  of  Xiphoid  Cartilage  is  on  a  level  with  the  tenth  dorsal 
vertebra. 

Lower  Edge  of  Liver,  midway  between  the  xiphoid  cartilage  and 
the  umbilicus :  just  below  this  is  the  stomach,  and  the 
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pylorus  is  just  to  the  right  of  the  middle  line,  near  the  end 
of  the  eighth  rib,  or  hetween  two  and  three  inches  below 
the  xiphi-sternal  articulation :  this  point  also,  of  course, 
corresponds  to  the  beginning  of  the  duodenum. 

Caeliac  Axis,  between  four  and  five  inches  above  the  umbilicus:  tlic 
superior  mesenteric  and  supra-renal  are  just  below  this. 

Renal  Arteries  are  fully  three  inches  above  the  umbilicus. 

Pancreas,  about  three  inches  above  the  umbilicus,  and  opposite 
the  body  of  the  first  lumbar  vertebra. 

Duodenum,  crosses  the  middle  line  on  a  level  with  the  third 
lumbar  vertebra,  and  ascends  to  the  left  side  of  the  body 
of  the  second  lumbar  vertebra. 

Inferior  Mesenteric  Artery  comes  off  about  one  inch  above  the 
umbilicus. 

Transverse  Colon,  lowest  part  of  the  arch,  is  found  just  above  the 
umbilicus. 

Umbilicus,  corresponds  to  the  level  of  the  disc  between  the  third 
and  fourth  lumbar  vertebra;,  or  the  third  spine  behind,  or 
about  one  inch  above  the  highest  points  of  the  iliac  crests. 

Aorta,  bifurcates  about  one  inch  below  and  a  little  to  the  left  of 
the  umbilicus,  or  on  a  level  with  the  highest  point  of  the 
iliac  crests. 

Highest  Point  of  Crests  corresponds  to  the  level  of  the  fourth 
lumbar  vertebra. 

Promontory  of  Sacrum,  a  little  below  the  level  of  the  anterior 

superior  iliac  spines. 
The  Small  Intestines  fill  up  most  of  the  space  below  the  umbilicus. 
The  Bladder. — Just  above  the  pubes  we  find  the  bladder  when 

distended  with  urine,  and  the  pregnant  uterus,  after  the 

fourth  month. 

External  Abdominal  Ring,  corresponds  to  the  crest  of  the  pubes — 
that  part  between  the  spine  of  the  pubes  and  the  angle  or 
sj'mphysis. 
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CHAPTER  XXXYL 
THE  ABDOMEN. 

Regions. — It  is  subdivided  into  nine  regions  by  means  of  two 
vertical  and  two  horizontal  lines  (Fig.  17 5).  The  two  liorkontal 
lines  are  drawn,  one  at  the  level  of.  the  ninth  costal  cartilages,  the 
other  at  the  level  of  the  highest  points  of  the  iliac  crests — some 
say  the  anterior  superior  iliac  spines.  The  tii:o  vertical  lines  arc 
drawn,  one  on  each  side,  from  the  cartilage  of  the  eighth  rib  to 
the  centre  of  Poupart's  ligament,  so  that  they  shall  be  parallel 
with  the  middle,  line,  of  the  body.  The  upper  three  regions  are 
called— (a)  The  right  hypochondriac,  (&)  the  epigastric,  and  (c)  the 
left  hypochondriac  :  the  middle  three  are  called — {a)  the  right 
lumbar,  (h)  the  umbilical,  and  {(•)  tlie  left  lumbar:  and  the  lower 
three  are  called — («)  The  right  iliac,  (h)  the  hypogastric,  and  (f)  the 
left  iliac. 

This  will  be  more  easily  remembered  by  a  simple  arrangement 
like  the  following  : — 


Right  Hypoclionih'iac. 

Kpigastiic. 

Left  Hypochoiidriac. 

Right  Lumbar. 

Uinljilical. 

Left  liinnbar. 

Riglit  Iliac. 

Hypogastric. 

Left  Iliac. 

The  following  is  a  fairly  complete  list  of  the  Structures  found 
ill  each  region  : — 

1.  Right  Hypochondriac. — The  right  lobe  of  the  liver  with  tlio 
gall-bladder,  duodenum,  liead  of  pancreas  (very  slightly),  hepatic 
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flexure  of  tlie  colon,  upper  part  of  the  right  kidney,  and  the  right 
sujira-renal  capsule. 

2.  Left  Hypochondriac.  —  Part  of  the  stomach,  the  spleen, 
tlie  tail  of  the  pancreas,  splenic  flexure  of  the  colon,  upper  part 
of  the  left  kidney,  and  left  supra-renal  capsule. 

3.  Kight  Lumbar. — Ascending  colon,  part  of  the  right  kidney, 
duodenum  and  head  of  pancreas,  and  some  convolutions  of  tlie 
small  intestines. 


Fig.  175. 
Anterior  Abdominal  Wall. 
V  V 


1.  Antfei-ior  Superior  Siiine. 

2.  Spine  of  the  Pnbes. 

3.  Symphysis  riihis. 

4.  External  lilacs. 
K.  Kidney. 


U.  Umbilicus. 

A.  Abdominal  Aorta. 

T.  C.  Transverse  Colon. 

V.  A''.  A'ertical  Lines. 

H.  H.  Horizontal  Lines. 
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4.  Left  Lumbar. — ^.Descending  colon,  part  of  omentum,  part 
of  left  kidney,  and  some  convolutions  of  the  small  intestines. 

5.  Right  Inguinal  (Iliac). — The  caecum  with  its  appendix. 

6.  Left  Inguinal  (Iliac). — Sigmoid  flexure  of  colon. 

7.  Epigastric. — The  pyloric  end  of  the  stomach,  left  lobe  of 
the  liver  and  lobulus  Spigelii,  and  body  of  pancreas  (%) 

8.  Umbilical. — Transverse  colon,  part  of  the  great  omentum 
and  mesentery,  transverse  part  of  duodenum,  body  of  pancreas,  and 
some  convolutions  of  the  small  intestine  (jejunum  and  ileum). 

9.  Hypogastric. — Convolutions  of  the  small  intestines,  bladder 
in  the  child,  and  in  adults  if  distended,  the  pregnant  uterus  after 
the  fourth  month. 

It  sliould  be  noted  that  the  kidneys  are  much  nearer  the 
middle  line  than  generally  supposed  and  extend  well  into  the 
umbilical  region. 

Rectus  Muscle. — This  is  a  broad,  flat  muscle  which  stretches 
bet'ween  the  chest  and  the  pubes  on  each  side  of  the  linea  alba. 
It  arises  by  two  heads,  the  larger  from  the  crest  of  the  pubes, 
the  other  from  the  ligaments  in  front  of  the  symphysis  pubis. 
It  is  inserted  into  the  anterior  surface  of  the  fifth,  sixth,  and 
seventh  ribs. 

Linese  Transversse. — These  are  irregular  tendinous  intersec- 
tions which  divide  up  the  rectus  into  several  segments.  They 
are  usually  three  in  number,  and  are  situated — one  at  the  level  of 
the  umbilicus,  a  second  opposite  the  6nsiform  cartilage,  and  a  third 
midway  between  these  two ;  a  fourth  is  sometimes  found  midAvay 
between  the  umbilicus  and  the  symiAysis  pubis  (Fig.  176,  a). 
These  intersections  are  closely  adherent  to  and  blend  with  the 
(interior  part  of  the  sheath,  but  have  no  attachment  behind.  Many 
cases  of  so-called  Phantom  Tumours  are  due  to  partial  contraction 
of  the  recti,  a  particular  segment  of  the  muscle  being  in  a  state 
of  long-continued  tonic  spasm,  and  forming  a  rounded  mass  under 
the  hand.  To  diagnose,  divert  the  patient's  attention  during 
examination,  or  change  her  position,  but  the  crucial  test  is  chloro- 
form ;  when  the  patient  is  under  chloroform  the  tumour  completely 
disai^pears. 


264 


Applied  Anatomy: 


Sheath  of  the  Rectus— The  rectus  is  entirely  cuveloped  in  w 
fibrous  slieatli,  excej^t  at  the  very  upj^er  part,  wliere  tlie  posterioi' 
surface  of  the  muscle  rests  on  tlie  costal  cartilages,  and  at  the 
lower  part,  from  a  point  midway  between  the  umbilicus  and  the 

Fig.  176. 
Anterior  Abdominal  Wall. 


1.  incision  for  Upcuiiig  into  the 
Storaacli. 

2.  Incision  for  Operations  on  tlie 
Spleen. 

3.  Incision  for  Ligature  of  the 
External  Iliac. 

4.  Incision  for  Ligature  of  tlie 
Common  Iliac. 

5.  Incision  to  reach  the  Kidney 
from  the  Front. 

6.  Anterior  Superior  Iliac  Sjnne. 


7.  Spine  of  Pubes. 
S.  Syniplij'sis  Pubis. 
a.  a.  (-(,  a.  Liuere  Transversa'. 
Position  of  tlic  "Semilunar 
Fold  of  Douglas." 

c.  Linea  Alba. 

d.  Eight  Linea  Semilunaris. 
c.  Situation  of  the  Pylorus. 

rj.  Situation  of  the  Fundus  of  the 
Gall-Bladdea-. 
!(.  Umbilicus. 
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symi)]iysis  pubis,  where  the  same  surface  rests  on  the  transvorsalis 
fascia.  The  sheath  is  formed  by  the  spHtting  of  the  aponeurosis 
of  the  internal  obhque  muscle  of  the  abdomen,  one  half  passing 
in  front,  the  other  behind  the  muscle.  From  the  ensiform  cartilage 
to  a  point  midway  between  the  umbilicus  and  the  symphysis  pubis, 
the  anterior  half  is  joined  by  the  aponeurosis  of  the  external 
oblique,  the  posterior  half  by  the  aponeiu-osis  of  the  transversalis 
muscle;  hence,  at  this  jiart  of  its  course,  the  sheath  consists  of  a 
layer  and  a  half  in  front  of  the  muscle,  and  a  layer  and  a  half 
behind  it  (see  Fig.  178).  But  from  the.  point  above  indicated  to 
the  symphysis  pubis,  all  the  three  layers  pass  in  front  of  the  rectus, 
and  the  muscle  rests  behind  on  the-  fascia  transversalis  (Fig.  177). 
The  lower  free  margin  of  the  posterior  lamella  usually  presents  a 

Fig.  177. 
Sheath  of  Rectus. 

(From  Clinninoiiam's  "  Alxlomcii.") 


  E.xtorii;d  OMiijiio. 

Iiitoni.al  Oliliniu:. 

  Ti-.iiiHver.saU.s. 

■,   J''!isciii  Trmi,svor.s;ilis. 

The  fonnaliou  of  the  lower  part  of  tlic  Sheath  of  the  Ecctus  is  here  exliibitcd. 
The  dotted  line  represents  the  Peritoneum. 

sliarp,  semilunar  edge,  with  the  concavity  towards  the  pubes ;  this 
corresponds  to  the  point  where  all  the  layers  pass  to  the  front  of 
the  muscle,  and  is  Icnown  as  the  mniJunar  fold  of  Doiujlas.  It 
is  at  tliis  point  that  the  deep  epigastric  artery  enters  the  sheath 
of  the  rectus. 

Contents  of  the  Sheath.— (1)  The  rectus  muscle;  (2)  the 
pyramidalis  uiuscle;  (3)  the  terminal  tAvigs  of  the  six  loM'er  inter- 
costal nerves  and  the  last  dorsal  nerve;  (4)  tlie  sui)erior  epigastric 
artery  (one  of  the  terminal  branches  of  the  internal  uianimary); 
and  (5)  the  deep  epigastric  artery. 

The  Linea  Semilunaris  (Fig.  176,  ri).— This  is  a  curved  hnc 
at  the  outer  edge  of  each  rectus  muscle,  and  corresponds  therefore 
to  the  line  along  wliich  the  aponeurosis  of  the  internal  oblique 
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muscle  splits  to  enclose  them.  It  may  bi3  defined  as  a  slightly 
curved  line  drawn  from  the  tip  of  the  ninth  costal  cartilage  to  the 
pubic  spine;  it  is  about  three  inches  distant  from  the  umbilicus. 

The  Linea  Alba  (Fig.  176,  c). — This  is  marked  on  the  surface 
by  a  slight  depression  in  the  middle  line  of  the  abdomen.  It  is  a 
dense  fibrous  cord,  passing  downwards  from  the  ensiform  cartilage 
to  the  symphysis  pubis,  and  is  regarded  as  the  continuation  down- 
wards of  the  sternum ;  it  is  formed  by  the  union  and  interlacing 
of  the  aponeuroses  of  the  two  oblique  and  transversalis  muscles 
of  the  opposite  sides.  Above  the  umbilicus  it  is  a  little  broader 
than  it  is  below  that  point,  as  the  recti  do  not  come  quite  so 
close  together ;  piercing  it  are  several  small  round  openings  for  the 
passage  of  blood-vessels,  and  through  some  of  them  little  pellets 
of  fat  proceed.  The  fatty  masses  may  eidarge  and  form  "fatty 
liernia,"  or  the  openings  may  act  as  "local  weaknesses,"  and  be 
the  starting  point  of  a  ventral  liernia  in  the  adult.  At  this  point, 
therefore,  the  wall  of  the  abdomen  is  thin  and  devoid  of  muscidar 
tissue  and  blood-vessels;  it  is  chosen  for  this  reason,  in  many 
u])erations,  as  the  best  place  at  which  to  enter  the  abdomen,  as 
ovariotomy,  laparotomy,  supra-pubic  lithotoiuy,  and  paracentesis 
abdominis. 

At  the  upper  part,  the  Superficial  Fascia  of  the  abdomen 
is  thin  and  weak ;  but  at  the  lower  part  it  is  much  thicker, 
and  contains  Jiumerous  elastic  fibres  on  its  deep  surface:  this  is 
the  representative,  in  man,  of  a  continuous  layer  of  elastic  tissue 
found  iu  many  animals — e.g.,  the  horse,  where  it  is  known  as  the 
"  atdominal  tunic"  or  belt.  At  the  lower  part,  the  fascia  is  con- 
tinued over  Poupart's  ligament,  and  enters  the  thigh ;  towards 
the  middle  line  it  is  carried  over  the  spermatic  cords  and  penis, 
to  the  scrotum  and  perineum.  In  the  thigh  it  is  attached  by  its 
deep  surface  to  the  fascia  lata,  coinciding  internally  with  Poupaut's 
ligament,  but  externally  some  distance  from  that  structure;  over 
the  spermatic  cord  there  is  a  gap,  it  having  no  attachment  at  this 
point  (see  "Extravasation  of  Urine"). 

The  Cutaneous  Nerves  of  the  abdomen  are  derived  from  the 
lower  four  or  five  intercostal  nerves,  the  last  dorsal,  and  the  ilio- 
hypogastric; the  sixth  and  seventh  supply  the  skin  over  the  pit 
of  the  stomach;  the  eighth,  ninth,  and  tenth,  the  skin  between 


Surgical,  Medical,  and  Operative. 


267 


tliis  and  the  umbilicus ;  the  others,  with  the  ilio-hypogastric  (from 
tlie  first  lumbar  nerve),  below  this  point — the  latter  nerve  being 
just  above  the  external  abdominal  ring.  The  ilio-inguinal,  also 
from  the  first  lumbar,  passes  through  the  external  abdominal  ring 
and  is  distributed  to  the  scrotum  and  the  inner  aspect  of  the  thigh. 
The  iliac  branch  of  the  last  dorsal  (=  the  undivided  lateral 
cutaneous  branch)  crosses  the  iliac  crest  about  two  inches  behind 
the  anterior  supeiior  spine,  and  supplies  the  skin  over  the  gluteal 
region;  the  iliac  branch  of  the  ilio-hypogastric  also  supplies  the 
skin  over  the  gluteal  region,  crossing  the  iliac  crest  a  little  behind 
its  centre.  It  is  important  to  remember  the  origin  and  course  of 
these  nerves,  in  order  to  explain  the  referred  pains  so  frequently 
present  in  disease  of  the  spine,  whether  of  bones  or  cord;  such 
disease  may  be  mistaken  for  disease  of  the  stomach,  "belly-ache," 
disease  of  the  kidneys,  bladder,  or  testicle,  and  also  for  sciatica, 
according  to  the  segment  of  the  cord  affected :  the  nerves  in  con- 
nection with  the  respective  parts  being  irritated  and  the  pain 
referred  to  their  peripheral  terminations. 

The  Lateral  Muscles  of  the  abdominal  wall  are — the  external 
obliqi;e,  the  internal  oblique,  and  the  transversalis ;  the  different 
layers  can  move  over  each  other  to  a  certain  extent,  as  between 
each  there  is  a  layer  of  cellular  tissue.  This  fact  explains  the 
great  difficulty  that  sinuses  and  fistulaa  in  the  abdominal  wall  have 
in  healing,  as  the  muscles  are  moved  at  each  respii'ation.  Beneath 
the  muscles  comes  a  layer  of  fascia,  and  beneath  this  the  extra- 
peritoneal fat,  and  then  the  peritoneum.  The  same  general  type 
of  structure  is  observed  at  what  we  might  call  the  roof  of  the 
abdomen  (the  diaphragm),  and  also  in  its  floor  (the  pelvic  dia- 
phragm) where  the  levator  ani,  visceral  pelvic  fascia,  and  extra- 
peritoneal fat  and  peritoneum  constitute  the  different  layers. 

The  Umbilicus  and  Umbilical  Cord.  —  In  the  Adult,  the 
umbilicus  corresponds  to  the  disc  between  the  third  and  fourth 
lumbar  vertebra?,  and  is  about  three-quarters  of  an  inch  above  the 
bifurcation  of  the  aorta,  and  the  same  distance  above  the  highest 
point  of  the  iliac  crests.  In  the  Foetus,  it  is  close  to  the  pubes, 
but  gradually  rises,  so  that  at  birth  it  is  midway  between  the 
ensiform  cartilage  and  the  pubes.  The  abdominal  Avail  in  front 
is  formed  of  the  combined  epiblast  and  the  somatopleure  layer  of 
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the  mesoblast,  and  is  at  first  an  open  cleft  with  the  intestines 
protruding  through  it;  this  gradually  closes,  and  the  intestines 
arc  pulled  into  the  abdomen,  the  last  place  to  close  being  the 
region  of  the  umbilicus.  The  Cord  at  birth  consists  of— (1)  Two 
umbilical  arteries,  (2)  one  umbilical  vein,  (3)  Wharton's  jelly 
(mucous  tissue),  and  (4)  a  serous  covering  derived  from  the 
amnion.    At  an  earlier  stage,  in  addition  to  the  above  we  find— 

(1)  The  omphalo-mesenteric  vessels,  the  seat  of  the  first  circulation; 

(2)  the  vitelline  duct  ( vitello -intestinal ),  the  duct  of  commimi- 
cation  between  the  umbilical  vesicle  and  the  alimentary  canal; 

(3)  the  stalk  of  the  allantois;  and  (4)  a  fold  of  intestine.    The  last 
three  sti'uctures  arc  occasionally  met  M'ith  in  the  child  at  birth. 
Tlic  Viteline  duct,  when  persistent  to  any  extent,  is  known  as 
Meckel's  diverticulum ;  occasioiially  it  is  so  long  as  to  reacli 
tlie  umbilicus  and  may  be  pervious,  when  it  forms  an  umbilical 
fiecal  fistula.    The  Allantois.— The  intra-abdominal  part  of  this 
sac  becomes  the  urinary  bladder,  and  probably  also  the  first  part 
of  the  urethra;  as  the  umbilicus  rises  and  the  abdominal  wall- 
closes,  part  of  it  is  drawn  out  into  an  attenuated  peduncle  called 
the  ttrachus ;  the  urachus  is  occasionally  patent,  and  discharges 
urine  through  the  umbilicus.    The  Fold  of  Intestine  is  sometimes 
J'nund  and  is  apt  to  be  injured,  either  during  ligature  of  the  cord 
iir  when  the  cord  separates,  forming  another  variety  of  ftccal 
fistula ;  its  possible  presence  is  one  reason  why  the  cord  should  be 
tied  at  some  little  distance  from  the  beDy  Avail ;  if  present,  it  forms 
a  iv\\\j  congenital  hernia.    In  the  interior  of  the  abdomen  of  the 
cliild  at  birth,  the  umbilical  vein  courses  upwards  to  the  liver, 
tlie  urachus  passes  down  to  the  apex  of  the  bladder,  and  the  two 
umbilical  arteries  (now  called  the  hypogastric  arteries,  and  in  the 
adult  the  internal  iliacs,)  run  doAvn  into  the  pelvis.    In  the  adult, 
the  umbilical  vein  becomes  the  round  ligament  of  the  liver;  the 
urachus  is  the  same  as  in  the  foetus,  and  the  hypogastric  arteries 
are  represented  by  fibrous  cords.     When  the  abdominal  wall  is 
not  completely  closed  around  the  umbilicus,  and  when  the  gut  is 
not  entirely  withdrawn  into  the  abdomen,  we  have  the  condition 
of  true  Exomphalos.     Another  defect  in  development  is  where 
the  anterior  part  of  the  pelvic  girdle  and  the  lower  part  of  the 
abdominal  wall  have  been  arrested  at  an  early  part  of  their 
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existence;  this  constitutes  Extroversion  of  the  Bladder.  In  this 
condition,  the  bodies  of  the  pubic  bones  are  imperiect,  the 
symphysis  is  wanting,  the  recti  muscles  separate  at  the  lower  part, 
and  pass  obliquely  outwards  into  what  remains  of  the  pubic  bones. 
The  lower  part  of  the  anterior  abdominal  waU  and  the  anterior 
wall  of  the  bladder  are  also  wanting.  The  penis  is  cleft  along 
its  dorsal  aspect,  exposing  the  floor  of  the  urethra,  and  constituting 
the  condition  known  as  epispadias ;  the  cleft  in  the  abdominal 
wall  extends  to  the  point  where  the  cord  enters,  so  that  there  is 
no  umbilicus.  The  posterior  Avail  of  the  bladder  is  pushed  outwards 
by  the  intra-abdominal  pressure  and  forms  a  red  vascular  tumour, 
about  the  size  of  a  small  orange,  just  above  the  pubes.  It  is  also 
usually  possible  to  see  the  openings  of  the  ureters,  and  the  urine 
trickling  from  them. 

The  Lymphatics  of  the  abdominal  wall  above  the  umbilicus  pass 
to  the  axillary  and  mediastinal  glands;  those  below  the  umbilicus 
to  the  horizontal  set  of  the  superficial  inguinal  glands. 

The  large  belly  met  with  in  children  is  due  to  the  flatter 
diaphragm,  the  large  liver,  the  small  pelvis,  and  the  fact  that  the 
muscles  of  the  abdominal  wall,  and  the  Avails  of  the  intestines  are 
weak,  and  therefore  flatus  readily  collects.  In  rickets  all  these 
conditions  are  intensified,  and  the  liver  and  spleen  are  also  abnor- 
mally large ;  this  condition  is  often  known  as  "  pot-belly." 

THE  STOMACH. 

Three-fourths  of  this  organ  are  placed  in  the  left  hypochondriac 
region,  the  remaining  fourth  in  the  epigastric  region.  The  long 
axis  of  the  hypochondriac  part  is  almost  vertical,  the  great  fundus 
being  the  highest  part  of  the  organ,  and  not  the  oesophageal 
opening,  as  sometimes  stated;  the  epigastric  part  is  transverse  in 
direction,  and  is  placed  about  two  or  three  inches  below  the  ensiform 
cartilage.  When  the  stomach  is  empty  the  pylorus  lies  just  to 
the  right  of  the  middle  line,  and  directed  towards  the  right  side 
(Fig.  176,  e);  but,  when  distended,  the  pylorus  moves  considerably 
to  the  right  of  this  line,  and  the  great  curvature  tilts  forAvards  and 
upwards,  and  the  pylorus  points  backwards.  The  cardiac  orifice 
is  placed  behind  the  seventh  costal  cartilage,  aljout  an  inch  from 
tlie  left  Iwrder  of  the  sternum;  the  fundus  reaches  a  little  abovo 
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and  behind  tlie  "  apex  beat,"  and  it  is  easily  understood,  therefore, 
how  an  over-full  stomach  may  interfere  with  the  motions  of  the 
heart,  and  also  cause  dysjDncea,  by  forcing  up  the  diaphragm  and 
impeding  the  respiratory  movements.  The  fundus  is  absent  in 
newly-born  children. 

Relations. — In  front,  we  find  the  anterior  abdominal  wall,  the 
diaphragm,  and  the  under  surface  of  the  liver ;  behind,  the  crura  of 
the  diaphragm,  the  aorta,  the  pancreas,  the  splenic  artery  and  vein, 
the  superior  mesenteric  artery,  the  third  part  of  the  duodenvmi,  the 
left  kidney,  the  left  supra-renal  capsule,  and  the  spleen,  with  the 
gastro-S2)lenic  omentum.  jSTote  the  relation  between  the  third 
jjart  of  the  duodenum  and  the  posterior  surface  of  the  stomach. 
In  Wolfler's  operation,  in  cases  of  cancer  of  the  pylorus  too  bad 
for  excision,  a  fistulous  communication  is  formed  between  the  two 
viscera  at  this  point.  The  operation  is  termed  Gastro-Enterostomy. 
The  upper  end  of  the  jejunum  may  also  be  attached  to  the  stomach 
in  jli-eference  to  the  tliird  part  of  the  duodenum.  Above,  we  find 
the  lesser  omentum,  with  its  contents,  and  the  coeliac  axis ;  below, 
the  great  omentum  and  the  transverse  colon. 

Peritoneal  Connections.  —  (a)  The  gastro  -  phrenic  ligament, 
passing  from  the  diaphragm  to  the  angle  between  the  oesophagus 
and  .the  cardiac  end;  ih)  the  gastro-hepatic,  or  lesser  omentum; 
lyc)  the  gastro-colic  or  great  omentum;  and  {d)  the  gastro-splenic 
omentum. 

The  Arteries  of  the  stomach  are — (1)  The  gastric  or  coronary, 
from  the  coeliac  axis;  (2)  the  pyloric,  from  the  hepatic;  (3)  the 
gasti'o-epiploica  dextra,  a  division  of  the  gastro-duodenalis;  (4)  the 
gastric  (vam  hrevia),  from  the  splenic;  and  (5)  the  gastro-epiploica 
sinistra,  from  the  same  source.  The  gastro-duodenal  branch  of  the 
hepatic  divides  into  the  gastro-epiploica  dextra  and  the  superior 
pancreatico-duodenal  artery;  the  latter  vessel,  as  the  name  implies, 
supplies  both  the  duodenum  and  the  pancreas.  In  ulceration  of 
the  duodenum,  occurring  in  connection  with  severe  Burns,  this 
artery  may  be  perforated  by  the  ulcer,  resulting  in  death  from 
h£emorrhage;  tlie  perforation  is  most  common  from  the  tenth  to 
the  fourteenth  day  of  the  burn,  and  is  usually  situated  a  little  way 
from  the  pylorus.  A  Gastric  Ulcer  may  perforate  one  of  the  vessels 
(if  the  stomach,  and  lead  to  sudden  death  from  haemorrhage;  it 
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may  also  give  rise  to  abscess  between  the  liver  and  the  diaphragm, 
just  as  duodenal  ulcer  sometimes  does.  An  abscess  here  presses 
down  the  liver  and  pushes  up  the  diaphragm,  and  the  pus  may 
even  pass  through  it  into  the  base  of  the  lung,  and  be  expectorated 
through  the  bronchi.  The  ulcer  may  also  open  into  the  peritoneal 
cavity,  leading  to  fatal  peritonitis. 

Gastrotomy. — ^An  opening  of  a  temporary  character  made  into 
the  stomach  for  the  purpose  of  removing  a  foreign  body. 

Gastrostomy.  —  An  opening  made  into  the  stomach  for  the 
purpose  of  feeding  the  patient,  and  to  establish  a  permanent  gastric 
fistula.  Operations  of  this  nature  may  be  rendered  necessary  in  con- 
sequence of  impermeable  stricture  of  the  oesophagus,  to  prevent  the 
patient  dying  of  starvation.    There  are  four  varieties  of  Stricture 
described — (1)  The  nervous  or  spasmodic — this  form  is  usually 
intermittent,  and  if  the  patient  can  be  induced  to  forget  about 
it  for  the  time  being,  the  food  passes  quite  easily.    (2)  Fibrous 
stricture,  the  result  of  swallowing  corrosive  fluids  and  boiling  w&ter 
—this  form  may  be  dilated  \w  passing  bougies.     (3)  Cancerous 
—this  is  the  most  common  f^^m,  and  is  apt  to  follow  the  fibrous 
variety.    The  bougie  seems,  to  pass  over  a  roughened  surface,  and 
its  introduction  is  followed  by  the  coughing  up  of  blood,  or  blood 
and  pus ;  the  cervical  glands  will  also  probably  be  enlarged,  and 
other  signs  of  the  "  cancerous  cachexia  "  present.    By  these  means 
it  may  be  diagnosed  from  fibrous  stricture,  and  this  will  also  be 
assisted  by  the  history  of  the  case.     (4)  There  is  also  a  peculiar 
form  of  stricture,  met  with  in  drunkards,  probably  from  general 
cirrhosis  of  the  mucous  and  submucous  coats.    Malignant  disease 
IS  usually  of  the  nature  of  squamous  -  celled  epithelioma  (the 
so-called  "scirrhus"),  and  is  most  frequently  found  opposite  the 
cricoid  cartUage  (at  the  beginning  of  the  oesophagus),  next  at  the 
cardiac  orifice,  and,  lastly,  opposite  the  bifurcation  of  the  trachea. 
As  long  as  possible  the  patient  may  be  fed  with  slops,  or  through 
a  catheter,  or  by  the  use  of  artificially-digested  foods  per  rectum; 
and,  if  these  are  not  sufficient,  the  stomach  may  be  opened.  Another 
possible  condition  must  always  present  itself  to  the  student's  mind, 
m  connection  with  the  diagnosis  of  stricture  of  the  oesophagus— 
VIZ.,  aneurism  of  the  aorta.  This  condition  must  always  he  excluded 
hefore  attempting  to  pass  a  bougie.  On  account  of  the  close  relation 
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that  exists  between  the  aorta  and  the  oesophagus,  malignant  disease 
of  the  oesophagus  is  very  apt  to  ulcerate  into  the  aorta,  and  suddenly 
produce  fatal  hsemorrhage. 

TJie  patient  is  laid  on  his  back,  and,  according  to  SiIidillot,  a 
crucial  incision — each  limb  of  which  is  about  one  inch  and  a  half 
in  length — should  be  made  on  the  left  side,  two  finger's- breadth  to 
the  inner  side  of  the  costal  cartilages,  and  one-third  nearer  the 
ensiform  cartilage  than  the  umbilicus.  This  form  of  incision  is 
rarely  used  at  the  present  time.  The  space,  in  some  part  of  which 
the  opening  should  be  made,  is  bounded  on  the  left  side  by  the 
eighth,  ninth,  and  tenth  costal  cartilages — above  and  internally 
by  the  liver,  and  below  by  a  line  drawn  at  the  level  of  the  tenth 
costal  cartilages.  This  space  is  known  as  the  "  triangle  of 
Tillaux." 

An  oblique  incision,  made  parallel  with,  and  one  or  two 
finger's-breadth  from,  the  costal  margin — beginning  at  the  sternal 
extremity  of  the  seventh  intercostal  space,  and  carrying  it  down- 
wards and  outwards  from  two  to  four  inches, — is  a  form  frequently 
used  (Fig.  176,  1).  Labbi-;  contents  himself  with  an  incision  in 
this  position  about  an  inch  and  a  quarter,  or  an  inch  and  a  half 
in  length.  Howse  prefers  a  vertical  incision,  nearly  at  the  same 
level,  passing  through  tlie  outer  fibres  of  the  rectus  muscle,  "which 
■will,  it  is  hoped,  afterwards  act  as  a  sphincter  to  the  opening. 
The  opening  may  also  be  made  through  the  left  linea  semilunaris, 
or  beyond  this,  passing  through  the  three  flat  muscles  of  the 
abdomen. 

The  instruments  required  are  —  Scalpel,  dissecting  forceps, 
probe-pointed  bistoury,  directors,  plenty  of  Wells's  forceps,  broad 
copper  retractors,  blunt  hooks,  needles  and  silk,  sponges,  scissors, 
chloroform,  a  silver  tube,  etc.  By  some  one  of  the  foregoing 
incisions  the  abdominal  wall  is  cut  through,  and  when  all 
the  bleeding  vessels  are  secured,  the  peritoneal  cavity  is  opened 
and  the  stomach  grasped  and  drawn  out  into  the  opening  by 
ring  -  forceps,  or  a  stitch.  Care  must  be  taken  not  to  mistake 
the  transverse  colon  for  the  stomach;  but  the  colon  is  distin- 
guished by  (a)  its  sacculi,  (Z»)  its  longitudinal  bands  of  muscular 
fibres,  and  (c)  by  the  appendices  epiploicaj,  and  (cZ)  its  thinner 
walls.     If  the  colon  presents  it  must  be  pushed  downwards 
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till  the  stomach  comes  iuto  view.  Having  found  the  proper 
viscus,  the  second  step  is  to  secure  it  to  the  edges  of  the  opening. 
This  is  best  done  by  carbolised  silk  sutures  passed  through  the 
serous  and  muscular  coats  only;  the  loosely  attached  mucous  coat 
can  readily  be  shaken  away  by  grasping  the  other  coats  between 
the  finger  and  thumb.  The  sutures  are  passed  through  the  wall 
of  the  stomach,  then  through  the  divided  peritoneum,  and,  lastly, 
through  the  skin  and  fat ;  the  muscular  tissue  of  the  abdominal 
wall  is  not  included.  Some  prefer  to  use  a  double  circle  of  closely 
set  silk  sutures,  the  outer  row  passing  through  the  whole  thickness 
of  the  abdominal  wall,  in  order  to  secure  a  wide  peritoneal  attach- 
ment, and  then  tie  the  sutures  over  pieces  of  india-rubber  tubing, 
or  a  lead  button ;  the  inner  circle  simply  passes  through  the  serous 
coat  of  the  stomach  and  the  cut  edge  of  the  skin  wound.  ,  All  the 
sutures  are  passed  before  any  are  tied ;  they  are  about  one-sixth  of 
an  inch  apart,  and  should  enclose  a  circular  area  of  the  stomach 
wall  about  the  size  of  a  shilling.  Thus  secured,  the  wound  is 
dressed  antiseptically  in  the  usual  manner,  and  the  patient  fed 
per  rectum  for  a  period  of  from  three  to  five  days ;  by  this  time 
the  stoiDAch  will  have  adhered  to  the  wound.  The  third  step  of  the 
operation  is  to  make  a  small  opening  in  the  stomach,  which  is  done 
by  passing  a  narrow  sharp-pointed  bistoury  through  the  middle 
of  the  adherent  area;  the  opening  should  only  be  large  enough 
to  admit  a  iS^o.  10  catheter.  Into  this  opening  an  inditp-rubber, 
or  silver,  tracheotomy  tube  can  be  fitted.  The  sutures  should 
not  be  removed  for  ten  days.  The  great  risk  of  this  operation  is 
peritonitis;  but  by  the  proper  use  of  antiseptics  and  the  adoption 
of  the  method  of  doing  the  operation  in  two  stages — introduced,  we 
l)elieve,  by  Mr  IIowsE— the  risk  is  reduced  to  a  minimum.  Instead 
of  using  sutures,  in  connecting  the  wall  of  the  stomach  with  the 
abdominal  wall,  Mr  Howse  uses  a  pair  of  loose  torsion  forceps,  the 
blades  being  shielded  with  rubber,  to  grasp  the  outer  coats  of  the 
stomach,  and  then  lays  the  forceps  on  the  surface  of  the  abdomen, 
beneath  antiseptic  dressing.  In  this  way  the  stomach  is  retained 
in  position  till  adhesions  have  formed. 

The  Structures  divided  Avill  necessarily  vary  with  the  incision 
iised.  In  tliis  situation,  speaking  generally,  the  abdominal  wall 
is  composed  of  the  following  structures  :  —  (l)  Skin  and  fascia; 
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(2)  the  external  oblique,  (3)  the  internal  oblique,  and  (4)  trans- 
versalis  muscles ;  (5)  the  fascia  transversalis ;  (6)  extra-peritoneal 
fat ;  (7)  the  peritoneum ;  then  comes  (8)  the  stomach  wall  itself. 
More  internally,  we  simply  find  the  rectus  in  its  sheath,  fascia 
transversalis,  extra^peritoneal  fat,  and  peritoneum. 

Difficulty  in  swallowing  {dijspliagia)  may  arise  from  other 
causes  than  stricture,  viz.— (1)  Tumours  in  the  pharpix,  such 
as  polypi  or  abscess ;  (2)  oedema  about  the  back  of  the  epiglottis ; 

(3)  tumours  in  the  neck  outside  the  oasophagus ;  (4)  aneurism  of 
the  innominate  artery;  (5)  aneurism  of  the  arota;  (6)  dislocation 
of  the  sternal  end  of  the  clavicle  backwards ;  (7)  impaction  of  a 
foreign  body  in  the  gullet;  (8)  intra-thoracic  tumours,  such  as 
enlarged  bronchial  glands,  cancerous  masses,  etc.  These  tumours 
must  be  carefully  distinguished  from  aneurisms.  In  aneurism  tliere 
is  dulhiess  on  percussion,  dyspnoea,  dysphagia,  a  fixed  gnawing 
pain  between  the  shoulders,  shooting  pains  down  the  arms  or  side 
of  head,  and  distension  of  the  superficial  veins  of  the  chest. 

This  operation  may  also  be  performed  for  stricture  at  the 
cardiac,  end  of  the  stomach. 

RESUME  of  Gastrostomy  :— 

1.  JMake  an  incision,  parallel  with  the  costal  margin,  as- 

already  explained,  or  use  the  vertical  one  if  preferred. 

2.  Cut  tlu'ough  the  various  structures  forming  the  abdo- 

minal wall  till  the  peritoneum  is  exposed. 

3.  Then  tie  all  bleeding  points  very  carefully,  and  sponge 

the  wound  dry. 

4.  Open  the  peritoneum,  introduce  a  carefully-cleaned  finger, 

and  hook  forward  the  stomach ;  make  sure  that  it  is 
the  stomach  by  feeling  for  the  pyloric  and  cardiac  ends. 
The  transverse  colon  may  present  first,  but  its  walls  are 
much  thinner;  it  must  be  pushed  djownwards. 
0.  Introduce  a  loop  of  silk  into  the  stomach  wall,  by  which 
to  keep  it  in  the  wound  during  stitching  operations; 
this  loop  should  go  down  to,  but  not  through,  the 
mucous  membrane,  and  should  be  left  to  act  as  a  guide 
to  the  subsequent  operation  of  opening  the  stomach, 
after  it  has  adhered  to  the  anterior  abdominal  wall. 
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0.  Insert  the  outer  row  of  longitudinal  sutures  by  liandled 
neetUes,  enclosing  a  four-sided  or  six-sided  area  of  the 
stomach  Avail,  and  approximating  it  to  the  abdominal 
wall;  these  are  introduced  at  some  distance — say  an 
inch — from  the  edge  of  the  Avound  and  go  through 
the  whole  thickness  of  the  abdominal  wall,  but,  if 
possible,  not  through  the  mucous  coat  of  the  stomach. 
If  necessary,  these  are  tied  over  lead  buttons  or  india- 
rubber  tubes;  all  the  sutures  of  this  row  must  be 
inserted  before  any  are  tied.  These  sutures  may  first 
be  passed  through  the  abdominal  wall,  then  into  the 
stomach  wall,  and  again  passed  through  the  abdominal  ■ 
wall;  or  sutures  may  be  taken,  eighteen  inches  long, 
Avith  a  needle  at  each  end  —  the  suture  then  being 
first  passed  through  the  stomach  AA^all,  and  afterAvards 
each  end  through  the  abdominal  Avail,  from  Avithin 
outAvards. 

7.  Insert  the  inner  roAV  of  radiating  sutures  attaching  the 

peritoneal  surface  of  the  stomach  and  the  divided  edge 
of  the  parietal  peritoneum  to  the  cut  edge  of  the  skin 
Avound ;  these  are  fastened  as  they  are  inserted,  and 
enclose  an  area  of  the  stomach  Avail  about  the  size  of 
a  shilling. 

8.  Dust  the  Avound  with  poAvdered  boracic  acid,  and  dress. 

9.  Open  the  stomach  by  a  very  small  incision  in  the 

course  of  a  fcAV  hours,  or  leave  it  for  four  or  five  days, 
according  to  the  state  of  the  patient,  and  remove  the 
silk  loop  (if  it  has  not  been  already  done),  inserted  in 
the  lirst  instance  to  hold  the  viscus  forward.  If  left 
till  noAV,  it  Avill  form  a  good  guide  by  which  to  open 
into  the  stomach. 

PYLORUS. 

1.  Simple  or  Fibrous  Stricture.— This  is  usually  a  result  of  the 
chronic  gastric  ulcer.  The  ulcer  is,  as  a  rule,  situated  in  or  near 
the  pylorus  or  posterior  wall,  close  to  the  lesser  curvature.  When 
the  idcer  heals,  the  cicatricial  contraction  may  cause  stricture  in 
two  Avays— (1)  ]5y  directly  implicating  tlic  pylorus,  or  (2)  from 
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the  results  of  ^-action  as  the  ulcer  lieals.  Tu  ulcer,  the  pain  is 
localised,  M'orsq'  on  pressure  and  on  taking  food,  and  persists  till 
the  stomach  \i  emptied  by  vomiting. 

Operative  Treatment  (Loreta's  operation).— An  incision,  three 
or  four  inches  in  length,  is  made  in  the  median  line,  between  the 
ensiform  cartilage  and  the  undiQicus,  as  the  stomach  is  usually 
displaced  downwards  and  to  the  right.  After  all  the  bleeding  is 
stopped,  the  peritoneum  is  opened,  and  the  stomach  exposed. 
After  this  it  is  to  be  gently  held  forwards  into  tlie  wound  by 
means  of  forceps,  the  blades  of  which  are  protected  by  india-rubber. 
An  opening  is  next  to  be  made  into  the  stomach,  mid^vay  between 

the  two  curvatures,  and  about  two  inches  or  so  from  the  pylorus  

if  the  pylorus  is  the  opening  to  be  dilated.  Should  the  cardiac 
orifice  recpiire  to  bo  dilated,  the  incision  must  be  made  nearer  that 
end.  Care  must  be  taken  not  to  allow  blood,  etc.,  to  pass  into  the 
jieritoiical  cavity,  by  introducing  sponges  between  the  stomach  and 
the  abdominal  wall.  In  order  to  avoid  bleeding,  the  incision  in 
tlio  stomach  wall  should  be  vertical,  as  the  vessels  pass  round  the 
stomach  transversely,  not  too  near  tlic  pylorus,- and  lai-ge  enough 
only  to  admit  the  index  finger,  with  which  it  is  at  once  plugged 
(TiuovEs).  A  couple  of  fingers  are  next  to  be  .slowly  introduced 
into  the  stomach  and  then  through  the  pylorus,  first  the  one  and 
then  the  other.  The  opening  in  the  stomach  must  then  be  closed 
by  stitching,  first  the  mucous  and  muscular  coats,  and  after  that  the 
peritoneal  coat,  by  means  of  Lk.mbert'.>s  suture.  The  patient  must 
be  fed  for  a  Aveek  or  ten  days  by  means  of  nutrient  enemata,  and 
kept  under  the  iuHuencc  of  morphine;  he  may  be  allowed  to  suck 
ice  to  relieve  thirst.  After  this  he  may  take  milk  and  soda  water 
by  the  mouth.  Loreta  has  successfully  dilated  both  orifices  of  the 
stomach  at  one  sitting.  In  bad  cases  the  operations  recommended 
for  malignant  stricture  might  also  be  tried  (see  next  page). 

2.  Mal  ignant  Stricture.— This  form  is  also  most  "frequent  at 
the  pyloric  end  of  the  stomach,  or  at  the  jjylorus  itself.  The 
form  of  cancer  met  with  most  frequently  is  "scirrhus;"  but  other 
forms  are  found,  as  columnar-celled  epithelioma  {ci/Undroma),  and 
colloid  cancer.  It  is  to  be  diagnosed  by  the  presence  of  a  tumour, 
the  gradual  emaciation,  pain,  and  vomiting,  and  by  the  signs  of 
a  (Ulalud  xtoinach—y'xz.,  distended  abdomen,  percussion  showing 
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the  enlarged  stomach,  with  succussion  si^lashing,  and  the  peculiar 
vomit— the  contents  being  expelled  in  large  quantity  every  two 
or  three  days,  with  a  barmy  or  frothy  appearance,  and  yellowish 
matter  floating  on  the  top  (=  sarcina;  ventriculi).  The  cancerous 
mass  is  very  apt  to  form  adhesions  to  neighbouring  organs— 
as  the  colon,  liver,  vena  portse,  and  vena  cava.     The  operative 

procedures  adopted  for  this  condition  are  three  in  number  

(1)  Pylorectomy  (excision  of  the  pylorus),  (2)  Gastro-Enterostomy, 
and  (3)  Jejunostomy,  or  Duodenostomy. 

(1)  Pylorectomy  (Billroth's  operation).— Preliminary— All  the 
usual  precautions  adopted  Avhen  about  to  open  into  the  peritoneum 
elsewhere.   The  patient  must  be  carefully  fed  for  some  time  before 
the  operation,  and  the  stomach  washed  out  daily  with  some  weak 
tepid  antiseptic,  such  as  Condy's  fluid,  to  get  rid  of  the  torulaj  and 
sarcinaj  ventricuH;  it  should  be  also  well  washed  out  about  two 
hours  before  the  operation.    The  patient  is  then  chloroformed  and 
some  one  of  the  following  incisions  adopted,  according  to  the  taste 
of  the  operator — (a)  Parallel  with  the  right  costal  margin,  and  two* 
finger's-breadth  from  it ;  (h)  a  vertical  incision,  a  little  to  the  right 
of  the  linea  alba ;  but  the  usual  one  is  (c)  transverse  in  direction, 
across  the  middle  line,  four  or  five  inches  in  length,  over  the 
tumour  or  a  little  above  the  umbilicus,    The  structures  composing 
the  abdominal  wall  are  then  divided  as  far  as  the  peritoneum, 
and  all  bleeding  points  carefully  secured;  after  this,  open  the 
peritoneum  and  expose  the  tumour,  and  define  its  extent  and 
adhesions.     Divide  the  adhesions  between  double  ligatures,  or 
two  pairs  of  Wells's  forceps ;  make  sure  of  its  relations  to  the 
portal  vein  and  inferior  vena  cava.    After  this,  separate  the  great 
omentum  from  the  greater  curvature  of  the  stomach,  securing  the 
r'ujht  gaiitro -epiploic  vessels,  and  at  the  same  time  remove  all 
enlarged  glands.    In  the  same  way,  tear  through  the  attachment 
of  the  lesser  omentum  to  the  pylorus  and  duodenum,  securing 
the  pyloric  artery  and  removing  enlarged  glands ;  the  hepatic 
artery,  the  portal  vein,  the  gastro-duodenal,  and  the  .superior 
pancroatico-duodenal  arteries,  must  be  carefully  pushed  aside,  as 
well  as  the  bile  duct.     The  anterior  and  posterior  walls  of  the 
stomach,  beyond  the  disease,  arc  tlien  divided  with  scissors  for 
two-thirds  of  tlieir  vertical  extent,  leaving  the  lower  third  in  the 
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meantime  with  the  pylorus  still  attached ;  this  cut  surface  is 
then  closed  by  Lembert's  suture,  with  carbolised  silk,  so  tliat 
the  peritoneal  surfaces  of  the  two  walls  are  brought  into  contact. 
This  is  necessary,  because  the  stomach  opening  is  much  too  large 
to  fit  the  duodenum,  or  the  duodenum  might  be  cut  obliquely,  so 
as  to  obtain  a  larger  border  to  meet  the  cut  surface  of  the  stomach. 
The  remaining  third  of  the  circumference  of  the  stomach  is  then 
divided,  the  duodenum  cut  through  beyond  the  cancerous  tumour, 
and  Lembert's  sutures  introduced,  so  as  to  bring  the  duodenum 
and  stomach  into  apposition — first  at  the  posterior  and  then  at 
the  anterior  surfaces.  On  the  posterior  aspect,  the  edges  of  the 
mucous  membrane,  which  are  apt  to  fall  away  or  retract,  may  be 
attached  to  each  other  by  special  sutures.  The  parts  are  then 
replaced,  the  peritoneal  cavij;y  carefidly  cleaned  out,  making  sure 
tliat  all  bleeding  points  are  secured,  and  the  opening  in  the 
abdominal  wall  closed.  For  the  first  few  days  the  patient  must 
be  fed  per  rectum,  gradually  leading  up  to  fluid  and  then  solid 
food  by  the  mouth. 

(2)  Gastro-Enterostomy. — This  operation  may  be  performed 
in  cases  of  cancer  of  the  pylorus  too  bad  for  excision,  or  the 
cancerous  mass  may  be  excised,  the  ends  of  the  stomach  and  the 
duodenum  completely  stitched  up,  and  then  a  food  passage  made 
by  means  of  gastro-enterostomy.  It  consists,  as  I  have  already 
said,  in  the  establishment  of  a  communication  between  the  third 
part  of  the  duodenum,  or  the  upper  part  of  the  jejunum,  and 
the  stomach. 

(3)  Jejunostoiny. — An  operation  performed  in  cases  of  pyloric 
cancer,  wliere  the  adhesions  are  too  extensive  to  admit  of  removal, 
in  order  to  prevent  the  patient  dying  of  starvation.  The  incision 
is  the  same  as  in  pylorectomy.  Tlie  jejunum  is  then  attached  to 
the  edges  of  the  abdominal  incision  by  a  double  row  of  sutures, 
and  the  rest  of  the  incision  closed;  in  three  or  four  days  an 
opening  is  made  into  the  bo-wel,  through  which  the  patient 
is  fed.  The  operation,  therefore,  closely  resembles  the  operation 
of  gastrostomy. 

A  similar  operation  may  also  be  performed  on  the  diiodenum, 
and  is  called  Duodenostomy.  The  objection  is  tliat  the  duodenum 
is  too  deeply  placed  and  too  firmly  fixed  to  the  posterior  abdominal 
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Wcall  to  readily  admit  of  its  being  brouglit  forwards  and  stitched  to 
the  anterior  wall,  without  undue  strain  on  the  various  structures. 

An  Abscess  beneath  the  Diaphragm  may  simulate  pneumo- 
thorax, especially  on  the  right  side.  Such  abscesses  often  become 
partly  filled  with  air,  and  so  may  raise  the  diaphragm  and  com- 
press the  lung,  the  pleura  remaining  normal;  the  liver  may  also 
be  pushed  down.  The  abscess  may  result  from  perforation  of  the 
stomach,  or  perforation  of  the  appendix  or  other  parts  of  the 
intestine.  The  diagnosis  between  such  a  subphrenic  abscess  and 
a  pyo-pneumothorax  is  difficult :  in  the  subphrenic  form,  there 
will  be  (1)  probably  some  previous  signs  of  abdominal  disease ; 
(2)  an  absence  of  cough  and  expectoration,  at  least  during  the 
early  days  of  the  condition;  (3)  the  heart  is  not  displaced,  nor 
do  the  intercostal  spaces  bulge;  ^4)  the  respiratory  murmur 
below  the  clavicle  is  normal  over  the  retracted  lung,  and  there 
is  an  abrupt  transition  to  an  amphoric  hum  lower  down ;  (5)  the 
displaced  liver,  its  usual  position  being  occupied  by  a  tympanitic 
percussion  note ;  and  (6)  metallic  tinkling  on  combined  ausculta- 
tion and  percussion,  and  also  on  succussion,  together  with  the 
absence  of  vocal  fremitus. 

THE  PANCREAS. 

The  Pancreas. — This  is  an  elongated  gland  that  passes  in  a 
slightly  oblique  manner  across  the  posterior  wall  of  the  abdomen 
at  the  level  of  the  first  lumbar  vertebra,  or  about  three  inches 
above  the  umbilicus.  It  consists  of  a  head,  body,  and  tail, — 
the  head  is  chiefly  in  the  right  lumbar  region,  the  body  in  the 
epigastric,  and  the  tail  in  the  left  hypochondrium.  Its  length 
varies  from  six  to  eight  inches,  and  its  weight  from  tAVO  to  three 
and  a  half  ounces. 

Relations. — The  head  is  grasped  by  the  horse-shoe-like  curve 
formed  by  the  duodenum ;  the  tail  is  in  contact  with  the  lower 
part  of  the  concave  surface  of  the  spleen.  In  front,  we  find  the 
stomach,  the  lesser  bag  of  the  peritoneum,  and  the  ascending  layer 
of  the  transverse  meso-colon.  The  posterior  surface  lies  upon,  from 
right  to  left,  the  bile  duct,  the  inferior  vena  cava,  the  vena  portns, 
right  cms  of  the  diaphragm,  the  aorta,  the  root  of  the  superior 
mesenteric  artery,  left  crus  of  the  diaphragm,  left  kidney,  and  left 
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supra-renal  capsule;  the  feeders  of  the  portal  vein  are  also  behind 
it— the  splenic  vein  running  along  behind  the  gland,  whUe  the 
inferior  and  superior  mesenteries  pass  under  its  lower  border  to 
join  the  splenic.  The  upper  border  is  in  relation  with  the  coeliac 
axis  and  the  splenic  artery.  At  its  lower  border  we  find  the 
transverse  part  of  the  duodenum.  Tlie  duct  of  the  pancreas  is 
called  the  canal  of  Wirsung;  close  to  the  duodenum  it  comes  in 
contact  with  the  common  bile  duct,  when  both  bend  downwards, 
and  together  pierce  the  lower  and  back  part  of  the  second  portion 
of  the  duodenum,  and  open  into  the  gut  by  a  common  orifice. 
They  pierce  the  gut  wall  very  obliquely,  and  this  renders  a 
valve  in  the  interior  of  the  gut  unnecessary;  in  this  respect  it 
resembles  the  openings  of  the  ureters  into  the  bladder.  For  this 
reason  the  secretions  can  readily  pass  in,  but  all  regurgitation 
from  the  gut  is  rendered  impossible;  this  contrivance  is  evidently 
more  effectual  and  surer  than  any  valve  could  be,  for  a  valve  might 
become  incompetent,  but  this  never  does. 

Diseases  of  the  Pancreas.— Cancer  usually  affects  the  duodenal 
end  or  liead,  and  as  it  increases  presses  upon  the  neighbouring 
structures,  but  does  not,  as  a  rule,  give  rise  to  secondary  deposits 
in  other  organs.  Tlie  common  bile  duct  is  apt  to  be  speedily 
involved,  giving  rise  to  very  deep  and  persistent  jaundice,  and 
these  facts  help  to  distinguish  it  from  other  forms  of  jaundice. 
Thus,  in  cirrhosis  of  the  liver,  the  jaundice  is  not  usually  deep: 
in  gall  stones  it  is  usually  intermittent:  while  in  catarrh  of  the 
ducts  it  is  transitory.  Further,  the  liver  is  not  greatly  enlarged, 
as  in  cases  of  cancer;  nor  is  it  atrophied,  as.  in  cases  of  cirrhosis. 
In  cancer  of  the  pancreas  the  liver,  in  the  early  stage,  is  slightly 
swollen  and  tender,  but  later  it  begins  to  slirink,  and  may  even 
be  smaller  than  natural.  The  gall  bladder  is  always  dilated,  and 
this,  together  with  the  continued  jaundice,  show  that  both  the 
cystic  and  the  hepatic  ducts  are  free,  and  that  it  is  the  common 
duct  that  is  at  fault.  When  tliis  is  the  case,  the  obstruction 
is  most  lilcely  due  either  to  cancer  of  pancreas  or  impacted  gall 
stones.  As  the  growth  proceeds  there  is  pain  or  "back -ache," 
probably  a  tumour  can  be  felt  in  tlie  epigastrium,  and  tliere  is 
marked  and  rapid  anajmia  and  emaciation,  on  account  of  the  great 
importance  of  the  pancreatic  digestion,  which  can  no  longer  be 


Surgical,  Medical,  and  Operative. 


281 


carried  on.    For  tliis  reason,  too,  we  frequently  find  undigested 
fat  in  the  stools,  often  visible  to  the  naked  eye,  or  ether  may 
he  used  to  dissolve  it  out,  and  when  the  ether  evaporates  we 
can  produce  a  translucent  greasy  stain  on  blotting  paper.  Fatty 
vomit  has  also  been  observed,  and  very  frequently  sugar  appears 
in  the  urine;  this  latter  symptom  is  very  frequent  in  other  pan- 
creatic diseases,  e.r/.,  pancreatic  calculus.     Cancer  usually  runs  its 
course  within  six  months  from  the  first  appearance  of  the  symptoms. 
Cancer  of  the  pancreas  may  simulate  cancer  of  the  pylorus,  as  it 
presses  upon  that  end  of  the  stomach,  and  gives  rise  to  dilatation 
of  that  organ;  but  in  cancer  of  the  intestine  the  liver  is  very 
apt  to  be  the  seat  of  secondary  deposits,  which  cause  considerable 
enlargement  and  bumpiness  on  its  surface;   probably  also  the 
glands  at  the  transverse  fissure  would  be  enlarged  and  compress 
the  common  hepatic  duct,  so  that  the  gall  bladder  would  not  be 
enlarged.     In  cancer  of  the  pancreas  the  liver  is  not  usually 
affected,  is  never  bossy  on  the  surface,  and  before  death  is  often 
smaller  than  natural.     The  cancer  may  also  involve,  by  direct 
continuity,  the  walls  of  the  colon,  duodenum,  or  stomach.  One 
would  also  expect  portal  congestion,  or  even  thrombosis,  with 
gradual  or  sudden  onset  of  ascites,  enlargement  of  the  spleen,  and 
blood  in  the  stools,  from  damming  back  of  the  blood  in  the  feeders 
of  the  portal  vein.    The  vena  cava  may  also  be  pressed  upon,  giving 
rise  to  dropsy  of  the  feet  and  ankles. 

The  most  characteristic  signs  of  the  disease  are  —  (1)  The 
deep,  persistent  jaundice,  accompanied  with  distension  of  the  gall 
bladder,  without  syiaptoms  of  gall  stones;  (2)  the  absence  of  any 
enlargement  of  the  liver;  (3)  the  presence  of  sugar  in  the  urine; 
(4)  the  marked  and  rapid  antemia  and  emaciation,  and  the  rapid 
course  of  the  disease,  death  usually  occurring  within  five  or  six 
months  from  the  onset  of  the  "back-ache;"  and  (.5)  the  presence 
of  a  tumour,  together  with  the  age  of  the  patient. 

Cysts  of  the  Pancreas  are  occasionally  found;  the  swelling  is 
situated  in  the  epigastric  region,  displaces  the  stomach  upwards, 
the  transverse  colon  downwards,  and  presents  just  above,  and  to 
the  right  side  of,  the  umbilicus.  It  is  covered  in  front  by  the 
great  omentum.  Some  curious  symptoms  are  observed  in  cases  of 
cysts  of  the  pancreas,  probably  from  pressure  on  the  solar  plexus — 
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(1)  There  is  usually  a  pin-hole  pnpil;  (2)  there  may  be  patches 
of  brownish  pigment  on  the  forehead  and  face;  and  (3)  the  patient 
IS  always  asleep.  The  Treatment  is  to  cut  down  and  expose  the 
cyst  wall,  and  stitch  it  to  the  abdominal  wound;  after  this  it  is 
opened  and  drained.  The  fluid  usually  only  consists  of  water,  but 
sometimes  it  contains  the  elements  of  the  pancreatic  secretion 
when  It  IS  apt  to  digest  the  skin  and  cause  intractable  eczema! 
ihe  fistula  usually  closes  spontaneously. 

Some  observers  have  thought  that  atrophy  of  the  pancreas  is 
the  cause  of  some  forms  of  Diabetes.  Lancereaux  describes  it  as 
the  "lean  form;"  its  progress  is  very  rapid. 

The  pancreas  must  be  very  carefully  avoided  in  excision  of  the 
pylorus,  so  as  to  avoid  the  necessity  for  ligature  of  any  part  of  that 
gland,  and,  further,  to  lessen  the  risk  of  the  cicatrix  of  the  stomach 
being  dissolved  by  the  escape  of  pancreatic  juice. 

THE  INTESTINES. 

The  Small  Intestine  begins,  in  the  epigastric  region,  at  the 
pylorus,  and  ends  in  the  right  iliac  fossa  by  joining  the  large 
intestine.  It  is  about  twenty  feet  in  length,  and  as  we  pass  from 
the  pylorus  downwards,  not  only  does  its  calibre  diminish  slightly, 
but  also  the  thickness  of  its  waUs.  It  is  divided  into  three°parts 
—(1)  The  duodenum,  which  equals  in  length  the  breadth  of  twelve 
fingers,  and  extends  from  tlie  pylorus  to  the  left  side  of  the  body 
of  the  second  lumbar  vertebra,  or  at  the  point  where  the  small 
gut  is  crossed  by  the  superior  mesenteric  artery.  Of  the  remainder, 
the  upper  two-fifths  is  called  (2)  the  jejunum,  and  the  lower  three- 
fifths  (3)  the  ileum.  The  coils  of  the  jejunum  and  the  ileum  are 
connected  to  the  posterior  abdominal  wall  by  tlie  mesentery,  which 
extends  in  an  oblique  line  from  the  left  side  of  the  body  of  the 
second  lumbar  vertebra  into  the  right  iliac  fossa.  It  is  a  double 
fold  of  peritoneum,  and  between  its  two  layers  we  find  the  superior 
mesenteric  vessels,  the  corresponding  plexus  of  nerves  from  the 
sympathetic,  and  a  large  number  of  lymphatic  glands,  and  lacteals 
from  the  gut.  The  coils  lie  in  the  umbilical,  hypogastric,  and 
slightly  in  the  right  and  left  iliac  regions,  and  a  few  coils  of  the 
ileum'*inay  pass  downwards  into  the  pelvis,  mto  the  recto-vesical 
poucli  in  the  male,  and  the  pouch  of  Douglas  in  the  female. 
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The  Duodenum— This  part  is  wider,  more  fixed,  and  its  waUs 
are  thicker  than  any  other  part  of  the  small  intestine.  It  is 
found  in  the  epigastric,  the  right  hypochondriac,  the  right  lumhar, 
and  the  nmhilical  regions.  Except  its  first  part,  the  whole  of  the 
tube  is  deeply  placed. 

1.  Its  ascending  part  begins  at  the  pylorus,  in  the  epigastric 
region,  then  passes  to  the  right,  ending  in  the  right  hypochon- 
drium,  at  the  neck  of  the  gall  bladder.  It  is  completely  enveloped 
by  peritoneum,  like  the  pyloric  end  of  the  stomach,  and  is  freely 
movable,  in  order  not  to  interfere  with  the  movements  of  the 
stomach.  Relations.  — ^&owe  and  in  front,  the  liver  and  gall 
bladder;  leliind,  the  portal  vein,  the  gastro-duodenal  artery,  and 
the  common  bile  duct. 

2.  The  descending  part  descends  vertically  into  the  right 
lumbar  region,  as  far  as  the  level  of  the  tliircl  lumhar  vertebra: 
this  part  is  fixed  by  ceUular  tissue,  the  peritoneum  only  touching 
its  anterior  surface  slightly.  This  fixation  is  all  the  more 
necessary  since  the  common  bile  duct  and  the  pancreatic  duct 
pierce  its  posterior  surface,  a  little  below  its  middle.  Relations.— 
In  front,  the  hepatic  flexure  of  the  colon,  and  the  ascending  colon. 
Behind,  -the  right  kidney,  only  a  little  areolar  tissue  intervening. 
To  the  left,  the  head  of  the  pancreas. 

3.  The  transverse  part  extends  from  the  termination  of  the 
descending  part,  passes  across  the  spine,  through  the  umbilical 
region,  to  the  left  side  of  the  second  lumbar  vertebra;  this  part 
is  firmly  fixed  by  the  muscidus  suspensorias  duodeni — a  band  of 
non-striated  muscular  fibres,  mixed  with  fibrous  tissue,  taking  its 
origin  from  the  left  crus  of  the  diaphragm  and  tissue  about  the 
ccjcliac  axis.  This  portion  is  partly  covered  by  the  peritoneum 
—the  transverse  meso-colon.  Re\sA\ons.— Behind,  the  vena  cava, 
the  left  renal  vein,  the  aorta,  and  the  two  crura  of  the  diaphragm. 
It  is  crossed  near  its  termination  by  the  superior  mesenteric  vessels, 
and  above  is  the  loAver  border  of  the  pancreas. 

4.  A  second  ascending  part  is  sometimes  described ;  this  part 
is  about  one  inch  long,  with  the  front  and  sides  covered  by  the 
peritoneum.  It  extends  to  a  point  where  the  small  intestine 
receives  a  complete  investment  of  peritoneum  and  a  distinct 
mesentery.    At  the  point  where  the  duodenum  and  jejunum  meet 
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is  a  small  fold  or  pouch,  triangular  in  shape,  with  its  broad, 
crescentic  edge  upwards,  the  peritoneum  at  this  point  being  free 
from  fat  and  blood-vessels;  it  is  said  to  exist  in  about°  fifty 
per  cent,  of  the  bodies  examined,  and  is  the  seat  occasionally  of 
retro  -peritoneal,  or  mesenterio  hernia.  It  is  known  as  the  fossa 
i7  uodeno -jejim  alis. 

Another  possible  point,  where  an  Internal  Hernia  may  occur, 
is  through  the  mesenteric  hole— a  perforation  sometimes  found  at 
the  loNver  end  of  the  mesentery,  between  the  ilio-colic  and  the  last 
branch  of  the  rami  intestini  tenuis.  At  this  point  there  is  an  area 
free  from  fat,  glands,  and  blood-vessels,  which  is  very  thin,  and 
sometimes  perforated.  When  such  hernia  become  strangulated,  the 
symptoms  are  those  of  acute  intestinal  obstruction. 

Mesenteric  Hernia  (Sir  Astley  Cooper)  is  a  condition  where, 
from  the  presence  of  a  hole  in  one  of  the  layers  of  the  mesentery, 
tlie  small  gut  passes  between  or  behind  the  layers  of  that 
structure. 

In  the  "  IVIeso-Colic  Hernia"  of  the  same  authority,  the  gut 
passes  between  or  behind  the  layers  of  the  transverse  meso-colon. 
An  internal  lieruia  may  also  occur  into  the  foramen  of  Winslow. 
Thus  there  are  five  forms  of  Internal  Hernia — (1)  Into  the  fossa 
duodeno-jejunalis,  (2)  entirely  through  the  mesentery,  (3)  between 
the  two  layers  of  the  mesentery,  (4)  between  the  two  layers  of  the 
meso-colon,  and  (5)  through  the  foramen  of  Winslow. 

There  are  yet  a  few  other  important  Clinical  facts  about  the 
Duodenum  that  ought  to  be  kept  in  mind — (1)  The  first,  already 
mentioned,  is  the  relation  of  its  termination  to  the  posterior  surface 
of  the  stomach  for  the  operation  of  Gastro-Enterostomy.  (2)  The 
close  relation  of  its  descending  part  to  the  right  kidney :  so  close 
is  this  relation,  that  duodenal  or  pancreatic  disease  may  closely 
simulate  disease  of  the  right  kidney,  and  vice  versa.  (3)  As  it  lies 
between  the  ascending  colon  and  the  right  kidney,  and  may  extend 
lower  down  than  the  kidney,  it  may  be  opened  by  mistake  in  the 
operation  of  right  lumbar  colotomy.  (4)  In  cases  of  injury,  the 
small  gut  is  more  often  ruptured  than  the  stomach:  the  parts 
usually  torn  are  the  third  part  of  the  duodeniim  and  the  jejunum. 
The  duodeiuxm  is  torn  because  it  is  fixed,  and,  therefore,  cannot 
slip  away;  and  the  jejunum,  because  it  is  fixed  to  the  duodenum. 
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This  part  of  the  duodenum  is  about  one  inch  above  the  umbili- 
cus, and,  from  its  relation  to  the  peritoneum,  it  may  be  ruptured 
either  into  or  behind  that  membrane.     In  cases  of  rupture  be- 
hind the  peritoneum,  there  may  be  emphysema  of  the  abdominal 
wall.     (5)  Ulceration  of  Brunner's  glands,  in  cases  of  burns. 
The  ulcer  may  perforate  a  vessel  and  cause  death  from  internal 
hemorrhage ;  the  special  signs  of  perforation  are  sudden  collapse, 
with  abdominal  pain,  pallor,  and  tossing  of  the  extremities.  It 
may  also  go  directly  into  the  peritoneum  and  set  up  speedily 
fatal  acute  peritonitis;  or  it  may  give  rise  to  abscess  between 
the  liver  and  the  diaphragm.     This  ulcer  is  found  in  twelve 
per  cent,  of  fatal  cases  of  burns.    (6)  Catarrhal  inflammation  of 
the  duodenum  readily  spreads  back  along  the  bile  duct,  and 
causes  catarrhal  jaundice.    (7)  The  duodenum  may  be  pressed  on 
and  obstructed  in  cancer  of  the  liver,  cancer  of  the  head  of  the 
pancreas,  or  malignant  disease  of  the  lymphatic  glands  in  the 
neighbourhood.    Primary  cancer  is  very  rare;  wdien  it  does  occur 
it  fs  usually  colloid.    (8)  men  the  Small  Intestine  is  distended 
it  assumes  a  pecidiar  spiral  or  cork-screw-like  arrangement,  closely 
resembling  the  "  worm  "  of  a  still.    In  obstruction,  towards  its 
lower  end,  the  swelling  is  most  marked  in  the  umbilical  and  the 
jjypogastric  regions,  and  less  so  in  the  epigastric,  the  flanks  and 
iliac  fossie  remaining  flat;  the  abdomen  is  equally  resonant  all 
over,  and  in  those  rare  cases  where  the  intestinal  coils  can  be  seen 
moving  through  the  abdominal  wall,  from  the  anatomical  arrange- 
ment of  the  gut,  they  appear  moving  more  or  less  in  transverse 
lines.    In  typical  cases,  the  abdomen  jiresents  the  appearance  of  a 
six-months'  pregnancy,  but  a  very  much  distended  sigmoid  flexure 
may  produce  the  same  appearance. 

The  Large  Intestine. — The  Caecum  is  the  blind  commencement 
of  the  large  intestine,  and  lies  in  the  right  iliac  fossa;  it  is  usually 
i.-ovcrcd  anteriorly  and  at  the  sides  by  peritoneum.  In  the  foetus 
it  has  a  well-marked  mesentery,  and  this  condition  is  occasionally 
fouud  in  the  adult.  The  ileum  joins  it  on  its  inner  aspect,  about 
two  and  a  half  inches  above  its  blind  end,  and  at  this  point  the 
ascending  colon  begins.  The  Ascending  Colon  passes  straight  up- 
M'ards  through  the  right  lumbar  region.  It  is  covered  anteriorly 
and  laterally  with  peritoneum,  and  its  bare  part  rests  on  the  fascia 
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covering  the  qnadratus  lumborum  muscle,  the  right  kidney,  and 
the  second  part  of  the  duodenum.  The  Transverse  Colon  begins 
in  the  right  hypochondrium,  passes  downwards  into  the  upper  part 
of  the  umbilical  region,  and  then  ascends  into  the  left  hypochond- 
rium ;  the  central  part  is  almost  transverse,  and  crosses  the  abdomen, 
so  that  its  lower  edge  (the  convexity  of  the  arch)  is  a  little  above 
the  level  of  the  umbilicus  (see  Fig.  175).  Sometimes  it  is  found 
as  low  as  the  umbilicus,  or  even  lower.  It  is  completely  covered 
by  peritoneum,  and  has  a  wide  meso-oolon.  On  the  right  side  it 
is  continuous  with  the  hepatic,  and  on  the  left  with  the  splenic 
flexure.  The  splenic  flexure  is  a  little  higher  than  the  hepatic, 
and  is  fixed  to  the  diaphragm  opposite  the  tenth  and  eleventh 
ribs  by  a  fold  of  peritoneum — -the  pi irenico- colic  or  costo -colic 
ligament.  The  Descending  Colon  lies  in  the  left  lumbar  region 
and  is  attached  by  loose  areolar  tissue  to  the  outer  border  of  the 
left  kidney,  and  then  to  the  fascia  covering  the  quadratus  lum- 
borum— at  first  lying  to  the  outer  edge  of  that  muscle,  but  as  it 
l)asscs  downwards  it  inclines  inwards,  and  lies  more  to  the  front 
of  the  muscle.  It  is  only  covered  at  the  front  and  at  the  sides 
by  peritoneum.  The  Sigmoid  Flexure  lies  in  the  left  iliac  fossa, 
and  is  continuous  above  with  the  descending  colon,  and  at  the  left 
sacro-iliac  articulation  becomes  continuous  with  the  rectum. 

Special  Clinical  Points. — (1)  The  Vermiform  Appendix.— 
This  structure  is  about  four  inches  in  lengtli,  situated  at  the  inner, 
lower,  and  back  part  of  the  caecum,  and  usually  j^oints  towards  the 
.spleen;  its  diameter  is  rather  greater  than  that  of  a  goose  quill, 
"^^t  is  said  that  foreign  bodies  such  as  cherry-stones,  fish-bones,  etc., 
are  apt  to  lodge  here  and  set  up  inflammation;  it  may  also  inflame 
from  constitutional  causes,  as  struma.  The  inflammation  thus 
caused  may  go  on  to  suppuration,  causing  perityphlitic  abscess ; 
it  may  also  set  up  septic  peritonitis,  or  the  appendix  may  become 
adherent  to  the  neighbouring  peritoneum,  forming  a  band  or  arch 
beneath  which  a  loop  of  giit  may  be  strangulated,  or  over  which 
it  may  kink.  (2)  The  Ileo-Cascal  Valve  normally  prevents  regur- 
gitation of  the  contents  of  the  large  gut  into  the  small,  but  allows 
the  contents  of  the  small  to  pass  into  the  large.  In  typhoid  fever 
there  is  gurgling  on  pressure  in  the  -right  iliac  fossa,  probably  from 
incompetence  of  this  valve.    I  merely  mention  this  fact  in  order 
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to  caution  the  student  not  to  attempt  to  get  this  gurgling  by 
pressure,  lest,  by  so  doing,  the  pressure  cause  an  ulcerated  patch 
to  burst  into  the  peritoneum.    (3)  At  the  point  where  the  colon 
(right  or  left)  is  opened  in  colotomy,  the  quadratus  lumborum  is 
just  behind  it,  so  that  this  muscle  must  be  divided  or  pushed  to 
the  inner  side,  in  order  to  reach  the  gut.    Further,  the  outer  edge 
of  the  erector  spinaa  usually  corresponds  Avith  the  part  of  the  colon 
uncovered  by  peritoneum.     On  this  bare  part  is  the  posterior 
longitudinal  band,  which  is  more  easily  seen  if  the  gut  is  looked 
at  obUquely,  so  as  to  let  the  light  glint  off  it.    (4)  The  Sigmoid 
Flexure  forms  a  loop  like  a  capital  C,  the  narrow  open  part  of 
the  C  corresponding  to  the  root  of  the  mesentery;  and  when  this 
is  narrow  the  gut  is  very  apt,  when  loaded  with  faeces  in  chronic 
constipation,  to  twist,  the  upper  part  of  the  loop  toppling  down 
over  the  lower  half,  giving  rise  to  the  condition  of  Volvulus — 
a  condition  which,  when  once  produced,  will  never  right  itself 
without  an  operation.    (5)  Cases  of  Intussusception  occur  most 
frequently  in  the  ileo-csecal  region,  at  the  point  where  the  ileum 
joins  the  large  gut,  probably  due  to  the  difference  in  calibre  of  the 
two  tubes,  aided  by  the  fixity  of  the  ca3cum  and  the  mobile  lower 
end  of  the  ileum,  and  probably  also  by  the  sphincter-like  action  of 
the  ileo-ctecal  valve.    Remember  it  is  usually  the  ileum  and  ca3cum 
that  pass  into  the  colon,  preceded  by  the  ileo-ctecal  valve,  which 
in  the  usual  variety  always  forms  the  apex  of  the  intussusception, 
even  though  it  should  protrude  at  the  anus.   (6)  Malignant  Disease 
of  the  large  intestine  ( columnar-celled  epithelioma  or  cylindroma ) 
is  usually  found  in  the  rectum,  or  at  the  point  where  it  joins 
the  sigmoid  flexure,  and  then  after  that  at  the  various  flexures. 
(7)  Foreign  Bodies,  as  pins,  fish-bones,  etc.,  if  they  pass  the 
stomach,  may  stick  at  the  ileo-ctecal  valve,  or  appendix,  but  most 
frequently  are  caught  in  the  rectum,  and  may  there  give  rise  to 
ischio-red;al  abscess.    (8)  Large  masses  of  foreign  materials  in  the 
rectum  naturally  lead  to  attempts  at  expulsion,  but  if  the  mass 
be  fixed,  as  in  cases  of  cancer,  an  intussusception,  the  attempts, 
of  course,  fail,  though  they  are  frequently  repeated,  causing  the 
very  painful  condition  known  as  tenesmus.    (9)  In  cases  of  obstruc- 
tion of  the  large  gut  anywhere,  the  cajcum  seems  to  be  always  more 
severely  distended  than  any  other  part  of  the  gut.   (10)  In  cases  of 
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chronic  constipation  the  ctecum  is  very  aj^t  to  ulcei'ate  and  be  i^er- 
forated,  causing  fatal  peritonitis.  (11)  An  ahscess  of  the  liver  may 
open  into  the  hepatic  flexure  or  transverse  colon.  (12)  In  cases  of 
gall  stone,  the  gall  bladder  may  become  adherent  to  the  transverse 
colon,  and  the  gall  stones  lUcerate  through  into  tlie  gut  and  be 
discharged  per  anum.  (13)  In  cases  of  obstruction,  say  about  the 
sigmoid  flexure,  the  distension  is  most  marked  in  the  lateral  regions 
of  the  abdomen,  especially  in  the  region  of  the  ctecum  (rkjU  iliac 
fossa).  The  same  appearances  are  produced  in  cases  where  the 
gut  is  loaded  in  bad  cases  of  chronic  constipation,  so  that  it  may 
be  possible  to  trace  the  gut,  both  by  sight  and  palpation,  right 
round  to  the  c;ecum.  In  cases  of  obstruction,  however,  as  from 
cancer,  fibrous  stricture,  etc.,  the  walls  of  the  gut  become  hyper- 
trophied,  there  is  a  good  deal  of  rumbling,  and  the  peristaltic  action 
may  be  visible  through  the  abdominal  wall.  Eut  in  cases  where 
the  gut  is  loaded  with  faeces,  from  chronic  constipation,  its  walls 
are  in  a  state  of  atony,  there  is  no  rumbling,  nor  can  peristalsis 
be  observed  through  the  abdominal  wall.  When  the  condition  lasts 
any  length  of  time  the  small  gut  will  sliow  signs  of  obstruction, 
too,  so  that  the  whole  abdomen,  both  in  the  lateral  and  anterior 
regions,  will  become  tensely  distended. 

Perityphilic  Abscess  may  arise— (1)  Outside  the  peritoneum, 
and  (2)  inside  the  peritoneum. 

1.  The  Extra -Peritoneal  form  arises  from  disease  of  the 
Ciccinn  or  root  of  appendix,  as  catarrhal  inflammation,  ulcerations  of 
A'arious  Icinds,  as  from  tubercle,  dysentery,  chronic  constipation,  or 
malignant  disease.  The  pus  in  tliis  form  lies  in  the  cellular  tissue 
Ijetween  the  gut  and  the  iliac  fascia;  it  tends  to  pass  upAvards  to 
the  kidney,  inwards  to  tlie  pelvis,  and  downwards  to  Podpaut's 
ligament,  but  cannot  reach  the  thigh  because  of  the  union  between 
the  fascia  and  tlie  ligament.  It  points  usually  to\vards  the  outer 
end  of  PourARx's  ligament,  near  the  anterior  superior  spine;  it 
may  also  open  into  the  ctecum.  Abscesses  heneaili  the  iliac  fascia, 
as  from  disease  of  the  bone,  readily  pass  into  the  thigh. 

2.  The  Intra -Peritoneal  form  usually  arises  from  ulceration 
and  perforation  of  the  appendix,  from  foreign  bodies,  tubercular 
disease,  etc.  It  difi'ers  from  the  last  as  it  usually  occurs  in  young 
adult  males,  Avhile  tlic  extra-peritoneal  forju  is  more  likely  to  occur 
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:  in  middle-aged  females.  As  the  appendix  is  usually  blocked  before- 
'  hand,  extravasation  of  faeces  is  rare,  so  that  the  inflammation  may 
:  remain  localised,  though  it  occasionally  gives  rise  to  slowly  spreading 
■  diffuse  peritonitis. 

Removal  of  the  Appendix.— In  opening  the  abdomen  for  the 
!  relief  of  a  perityphlitic  abscess,  it  is  better,  at  the  same  time,  to 
'  remove  the  appendix  as  well.  The  general  details  of  the  opera- 
1  tion  are  the  same  as  in  any  other  case  of  abdominal  section.  The 
i  incision — Various  forms  may  be  used,  but  the  great  point  is  to 
secure  free  access.  (1)  An  incision  just  above,  and  parallel  with, 
Poupart's  ligament  has  been  used:  this  form  is  too  low  down  to 
reach  the  appendix  easily.  (2)  One  nearer  the  iliac  crest,  resem- 
bling Abernethy's  modified  incision  for  ligature  of  the  external 
iliac  artery.  This  form  may  be  used,  either  when  we  wish  to  open 
the  peritoneal  cavity,  or  where  we  wish  to  reach  an  abscess  and  the 
appendix  outside  the  peritoneal  cavity,  more  especially  the  latter. 
The  objection  to  this  form  is  that  one  cannot  wash  oiit  the  peritoneal 
cavity  properly.  (3)  An  incision  may  be  made  in  the  middle  line, 
between  the  imbilicus  and  the  symphysis  pubis ;  but  this  form  is 
too  far  away,  and  it  is  impossible  to  manipulate  the  parts  easily. 
(4)  An  incision  may  also  be  made  in  the  right  linea  semilunaris, 
beginning  one  or  two  inches  above  Poupart's  ligament.  The  chief 
objection  to  this  form  is  that  the  deep  epigastric  artery  is  in  the 
way,  and  will  probably  be  divided;  if  this  is  the  case,  then  it 
must  be  secured  by  a  double  ligature  before  division.  (5)  Bull 
(New  York)  makes  an  incision  from  the  middle  of  Poupart's 
ligament,  vertically  upwards,  or  even  a  little  outwards. 

Treatment  of  the  Appendix.— There  are  two  chief  methods — 
(1)  Simply  to  ligature  the  appendix  near  the  caecum,  and  cut  off 
the  part  beyond  the  ligature.  This  plan  often  does  very  well,  but 
there  is  considerable  risk,  on  account  of  the  septic  matters  in  the 
gut  and  stump  of  the  appendix,  that  a  process  of  septic  ulceration 
be  set  up,  which  will  open  up  the  ligatured  appendix  and  cause 
septic  peritonitis.  (2)  A  much  better  and  safer  plan  is,  when  the 
appendix  is  removed,  to  invaginate  the  cut  edges  of  the  stump, 
and  stitch  them  in  that  position.  First  turn  in  the  mucous  and 
muscular  coats,  and  introduce  a  few  stitches,  and  after  this  tuck 
in  the  peritoneal  coat,  all  the  way  round,  like  a  hem,  and  keep 
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it  iu  this  position  by  introducing  half-a-dozen  or  so  of  Lewbert's 
sutnres.  Should  the  stump  be  long,  it  will  be  advisable  to  fasten 
it  to  some  neighbouring  part,  lest,  if  left  free,  it  may  contract 
adhesions  elsewhere,  and  form  a  loop  under  which  the  gut  may  be 
strangidated  at  a  later  date. 

Development  of  the  Alimentary  Canal.— The  mouth  is  formed 
-by  an  involution  of  parts  of  the  face,  and  at  first  forms  no  part  of 
the  alimentary  canal ;  this  part,  therefore,  is  of  epiblastic  formation, 
and  is  known  as  the  stomodaeum.  It  is  usually  stated  that  this 
involution  joins  the  fore-gut  about  the  region  of  the  pillars  of  the 
fauces,  but  Mr  Sutton  states  that  the  point  of  junction  is  on  a 
level  with  the  cricoid  cartilage.  From  the  fore-gut  are  developed 
the  gullet,  stomach,  and  part  of  the  duodenum ;  and  in  connection 
with  different  parts  of  these  the  rudiments  of  the  lungs,  liver,  and 
pancreas.  The  fore-gut  and  the  stomodnsum  ought  to  meet  and 
join  at  the  cricoid  cartilage.  In  some  cases,  however,  they  do  not 
do  so,  and  then  the  gullet  communicates  with — or  rather,  has  not 
separated  from — the  windpipe.   In  other  thin  membranous 

partition  may  only  intervene,  or  this  partition  may  be  perforated 
in  the  centre,  and  forui  a  congenital  stricture  of  the  oesophagus,  at 
the  level  of  the  cricoid  cartilage.  From  the  mid-gut,  the  greater  ^, 
part  of  the  small  and  large  intestines  are  developed.  According 
to  Mr  Sutton,  the  fore-gut  and  mid-gut  should  join  just  above 
the  entrance  of  the  bile  duct.  Here,  again,  the  two  parts  may  be 
separated  by  some  distance,  or  the  partition  between  them  may  be 
only  partially  absorbed,  or  not  absorbed  at  all,  thus  forming  either  a 
complete  or  perforated  septum  in  the  gut  at  this  point.  The  jejunum 
and  ileum  project  as  a  loop  through  the  as  yet  cleft  abdominal  wall, 
with  the  allantois  and  vessels  of  the  umbilical  cord.  The  portion 
of  the  loop  Avhich  becomes  the  ileum  is  originally  contmuous  with 
the  umbilical  vesicle  through  the  omphalo-meseuteric,  or  viteUo- 
intestinal  duct,  through  which  the  contents  of  that  vesicle  are 
absorbed  as  nourishment  to  the  fostus  till  the  placenta  is  in 
working  order.  This  duct  should  entirely  disappear,  but  sometimes 
it  persists  as  a  tube  of  greater  or  less  length,  passing  between  the 
lower  part  of  the  ileum  and  the  umbilicus,  when  it  is  luiown  as 
Meckel's  diverticulum.  Occasionally  it  remains  patent,  and  then 
fajcal  matter  is  discharged  at  tlie  umbilicus;  usually,  however,  it 
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forms  a  blind  tube  two  or  three  inches  in  length,  from  one  to  three 
feet  above  the  ilio-ca3oal  valve. 

Clinical  Relationships  of  Meckel's  Diverticulum.— (1)  It  may- 
produce  intestinal  obstruction  by  forming  adhesions  to  neighbouring 
parts,  compressing  the  gut  below  it,  or  may  form  nooses  or  knots 
or  kinks,  and  thus  obstruct  the  lumen  of  the  tube,  or  it  may,  by 
traction,  entirely  obliterate  the  lumen  of  the  gut.  Its  free  end 
may  be  club-shaped,  hammer-shaped,  pointed,  etc.  (2)  It  is  the 
probable  source  of  many  of  those  cases  of  umbilical  fsecal  fistulas 
met  with  in  children.  (3)  The  possibility  of  its  presence  is  one 
reason  why  the  umbilical  cord  of  the  newly-born  child  is  tied 
three  finger's -breadth  from  the  child's  belly,  as  already  pointed 
out.  (4)  As  the  duct,  when  present,  is  sometimes  adherent  to  the 
umbilicus,  in  all  cases  where  the  abdomen  is  opened  for  the  relief 
of  internal  strangulation,  the  finger  should  be  introduced  and 
swept  over  the  internal  surface  of  the  umbilicus  to  at  once  make 
sure  of  its  presence  or  absence. 

From  the  hind-gut,  only  a  very  small  part  of  the  alimentary 
canal  is  developed — ^viz.,  the  lower  end  of  the  colon  and  the 
rectum.  It  should  be  particularly  noted  that  the  caecum  and 
colon  lie,  in  their  early  stage,  to  the  left  of  the  mesial  plane,  on 
a  level  with  the  umbilicus.  After  this  the  caecum  moimts  up 
into  the  left  hypochondrium,  passes  in  front  of  the  duodenal  looj), 
through  the  epigastric  region,  into  the  right  hypochondrium,  and 
then  descends  through  the  right  lumbar  region  into  the  right 
iliac  fossa.  In  some  cases  the  descent  does  not  take  place,  and 
it  then  remains  in  the  right  lumbar  region,  or  even  in  the  right 
hypochondrium.  In  other  cases  it  may  pass  too  far,  descending 
into  the  pelvis.  In  short,  the  ca;cum  may  be  arrested  finally  in 
any  part  of  its  journey  from  the  left  side  of  the  umbilicus  to  the 
right  ihac  fossa.  In  the  chUd  the  sigmoid  flexure  is  very  long,  but 
the  rest  of  the  large  gut  is  very. short. 

The  anus  is  formed  in  a  precisely  similar  way  to  the  mouth — ■ 
viz.,  by  an  invagination  of  the  epiblast,  which  at  length  opens  into 
the  hind-gut ;  this  invagination  is  known  as  the  proctodjeum. 

Malformations  of  the  Lower  End  of  the  Large  Intestine.— 
(1)  Tlie  anus  may  be  congenitally  narrow.  (2)  The  anus  may  be 
completely  closed  by  a  thin  membranous  septum,  while  the  rectum 
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is  normal.  In  this  case  the  distended  rectum  may  cause  it  to 
bulge,  and  the  dark  colour  of  the  contained  meconium  can  be  seen 
through  the  thin  septum.  (3)  The  anus  may  be  normal,  but  be 
separated  from  the  hind-gut  by  an  inch  or  more  of  intervening 
cellular  tissue,  or  merely  by  a  membranous  septum,  due  to  the 
imperfect  coalescence  of  the  hind-gut  and  proctodeum.  (4)  The 
anus  may  be  absent  and  also  a  considerable  part  of  the  rectum,  the 
lower  part  being  merely  represented  by  a  fibrous  cord.  The  rectum 
may  even  end  in  the  iliac  fossa.  (5)  It  may  open  into  the  urethra, 
or  more  rarely  the  bladder,  of  the  male.  (6)  It  may  open  into  the 
vagina  of  the  female— (a)  the  gut  opening  directly  into  the  vagina, 
Avhile  the  lower  part  and  anus  are  wanting;  or  (&)  in  the  form  of 
a  recto-vaginal  fistula,  wliile  the  lower  part  of  the  gut  is  present, 
the  anus  being  closed  merely  by  a  thin  septum. 

In  order  to  explain  the  occurrence  of  these  malformations,  one 
has  to  bear  in  mind  how  the  lower  part  of  the  gut  is  developed. 
Up  to  the  seventh  or  eighth  week  of  foital  life,  in  both  sexes,  the 
genital,  urinary,  and  intestinal  tubes  open  into  a  common  cavity 
or  cloaca,  a  condition  which  is  permanent  in  reptiles  and  birds. 
About  this  time  a  transverse  partition  forms,  dividing  this  cloacal 
aperture  into  an  anal  or  posterior  division,  and  an  anterior  division, 
called  the  uro-genital  sinus.    In  this  way  the  rectal  and  urinary 
parts  become  permanently  separated  from  each  other.    In  cases, 
however,  where  the  rectum  opens  into  the  urethra  in  the  male,  or 
the  vagina  in  the  female,  this  separation  has  not  taken  place,  but 
the  original  communication  between  the  Wolflian  duct  in  the  male, 
and  the  MiUlerian  duct  in  the  female,  is  maintained.    In  other  cases, 
where  the  rectal  is  completely  shut  off  from  the  urinary  part  of 
the  sinus,  the  malformations  are  explained  by  the  absence  of  the 
proctodajum,  or,  if  it  be  present,  by  the  fact  that  it  does  not  join 
the  hind-gut.    The  kidneys  are  often  imperfectly  developed,  or 
even  absent,  in  cases  of  congenital  rectal  malformations. 

Treatment.— Where  the  anus  is  too  narrow  it  must  be  dilated 
by  tents.  Where  the  anus  is  closed  by  a  thin  septum,  open  by 
crucial  incision,  and  dilate  with  the  tip  of  the  little  finger;  some 
stitch  the  four  corners  of  the  divided  septum  to  the  edge  of  the 
anus.  Where  the  rectum  is  closed  by  a  thin  septum,  the  anus 
being  normal,  pass  an  ear  speculum  up  to  the  septum,  and  tlien 
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open  it  by  a  tenotomy  knife,  or  trocliar  and  cannula.   All  incisions 
must  be  made  in  the  axis  of  the  pelvis,  i.e.,  with  an  inclination 
towards  the  sacmm.    In  cases  where  a  part  of  the  rectum  is  absent 
it  is  often  difficult  to  know  what  to  do.    If  the  rectum  ends  in  the 
pelvis  the  ischial  tuberosities  will  be  much  further  apart  than  when 
it  ends  in  tlie  iliac  fossa.    If,  then,  we  have  reason  to  believe  that 
the  lower  end  of  the  gut  is  in  the  pelvis  an  effort  may  be  made  to 
find  it  from  the  perineum.    The  chief  points  to  be  attended  to 
are— (fl.)  The  small  size  of  the  pelvis  and  the  relations  of  the  bladder 
and  the  internal  iliac  vessels;  (&)  the  bladder  must  be  emptied  lest 
it  be  mistaken  for  the  distended  rectum;  (c)  a  sound  should  be 
passed  into  the  bladder,  in  the  male,  and  the  vagina  in  the  female, 
to  act  as  guides  to  the  operator;  (d)  a  crucial  incision  will -give 
most  room  for  the  finger,  and  it  should  be  made  in  the  position  of 
the  anus;  (e)  all  the  deeper  incisions  must  be  made  exactly  in  the 
middle  line,  and  in  the  axis  of  the  pelvis.    Very  often  the  bowel 
can  be  felt  bulging  when  the  child  cries,  or  when  the  abdomen  is 
pressed  upon  by  an  assistant.    (/)  Try,  if  possible,  to^  bring  the 
mucous  membrane  down  to  the  external  wound,  otherwise  the  risk 
of  extravasation  of  fgeces  and  consequent  pelvic  cellulitis  is  yery 
great.    In  cases  where  the  gut  opens  into  the  urethra  in  the  male, 
or  the  vagina  in  the  female,  plastic  operations  will  be  required. 

In  cases  where  the  gut  cannot  be  found  by  the  perineal  route, 
or  in  cases  where  plastic  operations  are  out  of  the  question,  we 
may— (1)  Perform  left  inguinal  colotomy  (Littre).  (2)  Perform 
right  inguinal  colotomy  (Huguier),  as  the  colon,  it  is  said, 
frequently  bends  to  the  right,  when  there  is  no  rectum.  One 
very  serious  objection  to  opening  the  csecum,  or  any  part  of  the 
ascending  colon,  is  that  the  fa3ces  in  this  part  of  the  gut  are  very 
fluid,  and  cause  great  irritation  around  the  artificial  anus,  in  spite 
of  the  greatest  possible  care.  (3)  Left  lumbar  colotomy  may  be 
performed  (Amussat).  The  objections  to  this  operation  are  that 
the  colon  is  often  loose  and  takes  an  irregular  course  in  the 
child,  malpositions  are  very  common,  and  there  may  be  a  long 
meso-colon.  (4)  Lastly,  we  may  perform  abdominal  section,  search 
for  the  end  of  the  gut,  and  do  the  best  under  the  circumstances. 

Lymphatics  of  the  Intestines. — The  glands  of  the  small  gut 
are  very  numerous,  and  lie  between  the  two  layers  of  the  mesentery. 


294 


Applied  Anatomy: 


Avith  the  mesenteric  vessels.  The  glands  of  the  large  gut  are  much 
less  numerous.  The  lymphatic  vessels  of  the  small  gut  are  caUed 
lacteals;  they  pass  through  the  mesenteric  glands  and  terminate  in 
the  thoracic  duct.  The  glands  at  the  lower  end  of  the  small  gut 
are  enlarged  vx  typhoid  fever.  The  lymphatics  of  the  descending 
colon  and  rectum  pass  to  the  lumhar  glands.  In  tabes  mesenterica, 
which  consists  of  tubercular  inflammation  of  the  mesenteric  glands, 
with  subsequent  caseation,  suppuration,  or  calcification,  the  func- 
tions of  the  glands  are  destroyed,  and,  therefore,  the  substances 
wliich  the  lacteals  should  absorb  (the  fatty  matters)  are  lost  to 
nutrition.  Hence  the  emaciation,  the  enlarged  and  tender  abdomen, 
the  drawing  up  of  the  legs,  the  voracious  appetite,  as  the  child 
always  feels  hungry,  and  the  diarrhrca,  from  the  fatty  matters 
passed  per  rectum,  as  well  as  the  tubercular  inflammation  of  the 
mucous  membrane  of  the  gut. 
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CHAPTER  XXXYII. 
THE  ABDOMEN— ("««met?;. 
COLOTOMY. 

The  Posterior  Abdominal  Wall  (Fig.  178).— The  posterior 
abdominal  wall  (between  tbe  last  rib  and  tlie  iliac  crest)  is  formed 

Fig.  178. 
Abdominal  Walls. 

(From  Cunningham's  "  AMomou.") 


Fascia  Tralis- 
versalis. 

Extenial 
Oblique. 

Intenial 
Oblique. 

TiauavorsiUis, 


Psoas 


Qiiadnitu.s 
Lumboniin.  , 


Erector 
Spina; 


Latissiiu^s 
Dorsi. 


Scrratus 
Posticus 
Inferior. 


'I'lie  Jotted  line  represents  the  Peritoneum.    In  front  tlie  mode  of  formation 
of  the  upper  part  of  the  Sheath  of  the  Rectus  is  shown. 

by  two  large  mnsclcs  and  the  fascia  lumhonm,  or  the  posterior 
abdominal  aponeurosis.    The  fascia  lumboruni  is  formed  thus— 
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The  aponeurosis  of  the  transversalis  muscle  splits  into  three  layers, 
one  is  attached  to  the  roots  of  the  transverse  processes  of  the 
lumbar  vertebrae,  a  second  is  attached  to  the  tips  of  the.  transverse 
processes  (between  these  two  layers  the  quadratus  lumborum  is 
situated),  a  third  passes  to  the  tips  of  the  spinous  processes  of 
the  vertebrse,  and  between  this  and  the  second  layer,  the  erector 
spinas  is  placed.    These  three  layers  are  likewise  known  as  the 
anterior,  middle,  and  posterior  layers  of  the  lumbar  aponeurosis; 
in  addition,  however,  to  these  structures,  there  is  attached  to  the 
posterior  layer  of  this  aponeurosis  the  tendons  of  origin  of  other 
three  muscles,  and  through  it  these  muscles  may  be  said  to  arise 
from  the  tips  of  the  transverse  processes.     The  muscles  are— 
(1)  The  latissimus  dorsi ;  (2)  the  serratus  posticus  inferior;  and 
(3)  the  internal  oblique.     By  this  means  the  strong  fascia 
lumborum  is  formed,  which  protects  the  part  below  the  ribs,  a 
part  which,  in  the  skeleton,  seems  very  Aveak.    In  this  region  we 
find  the  "triangle  of  Petit"  (Fig.  179,  10).    It  is  boimded  in 
front  hj  the  posterior  edge  of  the  external  oblique;  heUnd,  by  the 
anterior  edge  of  the  latissimus  dorsi.    The  base  is  formed  by  the 
crest  of  the  iUum  (about  its  middle  third),  while  the  apex  is  formed  ^ 
by  the  crossing  of  the  above  two  muscles. 

In  Lumbar  Colotomy,  or  Amussat's  operation,  the  descend- 
ing colon  is  opened  in  the  left  lumbar  region.     This  operation 
was  first  suggested  by  Callisen  in  1796,  for  rectal  obstruction. 
Amussat  opened  the  colon  in  the  right  loin,  revived  Callisen's 
plan,  and  gave  the  operation  a  wider  application,  in  1839.  Calli- 
sen used  the  vertical  incision,  while  Amussat  used  the  transverse. 
The  colon  lies,  according  to  Allingham,  half-an-inch  behind  a 
point  midway  between  the  anterior  and  the  posterior  superior 
iliac  spines.    Mr  Heath  takes  the  midpoint  between  the  two 
spines,  while  Professor  Chiene  uses  the  outer  edge  of  the  erector 
spinae  as  the  guide.    At  the  seat  of  the  operation  the  gut  lies 
in  the  angle  between  the  psoas  and  the  quadratus  lumborum 
(see  Fig.  178).    The  descending  colon  (left)  is  chosen  because— 
(1)  It  is  nearer  the  anus,  and  the  gut  will  therefore  be  emptied 
more  perfectly  after  the  new  anus  is  formed,  and  there  is  less  risk 
of  irritation  of  the  cancerous'  mass  in  the  rectum.    (2)  It  is  more 
fixed  than  the  right  colon,     (3)  It  has  a  larger  non-peritoneal 


Surgical,  Medical,  and  Operative.  207 

surface.  (4)  A  meso-colon  is  less  frequently  found  on  tliis  side. 
(.5)  The  contents  of  the  gut  are  less  fluid  than  on  the  right  side. 
In  a  child,  the  danger  of  Avounding  the  peritoneum  Avould  be  much 
.-reater,  because  a  descending  meso-colon  is  often  present. 

The  patient  is  placed  somewhat  on  the  right  side,  and  the 
loin  of  the  side  to  be  operated  upon  made  prominent  by  placing 
a  pillow  beneath  the  opposite  side.   The  instruments  required 
are  the  same  as  for  gastrostomy,  except  that  we  will  reqrnre 
some  special  apparatus  for  inflating  the  gut  if  it  is  empty,  as  the 
peritoneum  is  in  great  danger  if  the  gut  is  not  distended-such  as 
Lund's  apparatus— and  some  tube  and  evacuator  for  emptying  it 
if  it  be  full,  and  if  the  operation  is  to  be  done  in  one  stage.  The 
Surgeon  stands  behind  the  patient,  and  with  a  tape  measures  the 
direct  distance  between  the  anterior  and  the  posterior  superior 
iliac  spines,  and  makes  a  mark  at  the  mid-point,  or  half-an-mch 
behind  it,  and  draws  a  line  from  this  vertically  upwards  to  the 
costal  margin— usually  near  the  tip  of  the  last  rib.   Various  forms 
of  incision  may  be  used  3  the  oblique  is  very  frequently  adopted 
(Fig.  179,  2),  and  is  the  one  Mr  Bryant  prefers,  as  there  is 
less°risk  of  prolapse  of  the  bowel  afterwards.     It  is  four  or 
five  inches  in  length,  and  is  made  parallel  with  the  intercostal 
nerves  and  the  last  rib,  and  midAvay  between  that  bone  and  the 
iliac  crest;  its  centre  is  placed  opposite  the  ink  line  made  in  the 
ilio-costal  space.    (1)  The  skin  and  superficial  fascia  are  divided, 
with  fatty  tissue,  cutaneous  vessels,  and  nerves.    (2)  The  deep 
fascia  is  next  divided,  and  then  parts  of  (3)  the  latissimus  dorsi, 
at  the  posterior  end  of  the  incision,  and  (4)  the  external  oblique 
at  the  anterior  part,  are  exposed  and  divided;  these  muscles,  as 
well  as  those  that  follow,  must  be  divided  to  the  full  extent  of 
the  superficial  wound.    Next  (5)  the  internal  oblique  is  divided 
in  the  same  manner,  and  probably  a  small  piece  of  (6)  the  sei-ratus 
posticus  inferior  muscle.    In  the  wound,  part  of  the  transversalis 
muscle  with  its  undivided  aponeurosis,  and  the  posterior  lamella 
of  the  fascia  lumborum  is  exposed;  further,  at  this  stage  we 
will  find  the  last  dorsal  nerve  and  artery.    They  run  outwards  in 
front  of  the  quadratus  lumborum  along  the  lower  border  of  the  last 
rib,  and  at  the  outer  border  of  the  muscle  pierce  the  undivided 
aponeurosis  of  the  transversalis  muscle  and  pass  forwards  between 
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it  and  the  internal  oblique.     Open  (7)  this  aponeurosis  in  the 
same  way  as  the  sheaths  of  arteries  are  opened,  and  enlarge  the 
incision  upon  a  director;  in  so  doing  it  will  probably  be  found 
that  the  compartment  containing  the  quadratus  lumbonim  is 
opened  up,  as  well  as  the  undivided  aponeurosis,  and  if  the  muscle 
it  contains  is  in  the  way,  its  edge  may  be  freely  notched.  Tliis 
care  is  necessary  in  opening  the  aponeurosis,  lest  by  the  too  free 
use  of  the  knife  the  peritoneum  should  be  punctured.    The  edges 
of  the  incision  are  now  to  be  held  aside  Avith  broad  copper  spatula?, 
and  the  fatty  tissue  often  found  teased  aside,  when  (8)  the  fascia 
trans versalis  is  exposed  and  must  be  carefully  torn  through  with 
the  fingers  or  a  blunt  director,  at  the  posterior  angle  of  the  incision, 
as  it  lies  in  front  of  the  quadratus  lumborum  muscle.    The  extra- 
peritoneal fat,  against  which  the  colon  rests  and  in  which  the 
kidney  is  embedded,  at  the  upper  part  of  the  wound,  is  then 
displaced  by  the  finger,  which  is  passed  in  at  the  wound  to  hook 
the  colon  forward.    The  gut  may  be  recognised  by  its  relation  to 
the  kidney,  which  can  easily  be  felt  at  the  upper  part  of  the 
■\vound,  the  gut  passing  downwards  off  its  anterior  surface.  In 
cases  where  there  is  great  difficulty  in  finding  the  gut,  the  patient 
may  be  turned  on  his  back,  when  the  gut  will  probably  fall  again.st 
the  finger ;  or  the  gut  may  be  inflated  with  air  by  the  plan  intro- 
duced by  Lund,  or  by  carbonic  acid  gas,  generated  by  introducing 
solutions  of  bicarbonate  of  sodium  and  tartaric  acid,  seiiaratelj', 
into  the  rectum.    The  remaining  steps  of  the  operation  M'ill  vary 
according  to  the  nature  of  the  case.    In  all  cases,  where  possible, 
the  operation  should  be  done  in  two  stages,  just  as  gastrostomy — 
an  outer  row  of  sutures  being  used  to  fix  the  gut  to  the  fascia  at 
the  bottom  of  the  wound,  and  an  inner  row,  to  attach  it  to  the 
skin.     If  this  is  not  possible  from  the  nature  of  the  case,  the 
non-peritoneal  surface  of  the  gut  is  brought  to  the  Avound,  and  a 
large  curved  needle  with  a  stout  silk  ligature  is  passed,  at  the 
upper  and  lower  parts  of  the  wound,  through  the  skin,  then  across 
the  bowel,  and  then  through  the  skin  at  the  opposite  side.  The 
threads  are  then  to  be  given  to  two  assistants,  who  thus  hold  the 
bowel  steady  and  pulled  well  forward  into  tlie  wound.    The  gut 
is  then  opened  by  a  longitudinal  incision  between  the  two  threads, 
and  the  finger  is  next  passed  into  the  bowel  and  the  loops  dra^vn 
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out  and  divided,  and  the  four  ligatures  thus  formed  tied;  or. the 
fluid  feces  may  first  be  drawn  off  through  a  large  tube,  as  m. 

Fig.  179. 

Posterior  Abdominal  Wall,  from  behind. 


1.  Incision  for  Operations  on  the 
Kidney. 

2.  01)li(^ue  Incision  for  Colotoniy. 

3.  Transverse  Incisionfor  Colotoiny. 

4.  Right  Kidney. 

5.  Tlic  point  at  which  to  tap  the 
Left  Kidney. 

6.  The  point  at  which  to  tap  the 
Right  Kidney. 


7.  Vertical  Incision  for  Colotoniy. 

8.  Erector  Spinie.. 

9.  The  point  at  which  to  open  a 
Psoas  Abscess  posteriorly  (Chiene, 
1878). 

10.  Triangle  of  Petit. 

11.  12.  Last  two  Ribs. 

13.  Iliac  Crest. 

14.  Sacrum, 


ovariotomy,  to  lessen  the  risk  of  extravasation  into  the  cellular 
tissue  behind  the  peritoneum.    The  extremities  of  the  wound  are 
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then  to  be  partially  closed,  and  every  means  taken,  by  additional 
stitches,  to  prevent  the  escape  of  fajcal  matters  into  the  cellular 
tissue.  The  opening  thus  made  in  the  colon  is  close  to  its 
junction  with  the  splenic  flexure.  It  is  recommended  that  tlie 
gut  be  brought  well  out  into  the  wound,  so  as  to  form  a  good 
large  "spur,"  which  will  prevent  the  faeces,  as  far  as  possible, 
from  passing  down  into  the  rectum  to  irritate  the  cancerous 
surface.  On  the  right  side,  the  steps  of  the  operation  are  exactly 
alike.  To  avoid  the  inconvenience  experienced  by  the  accumula- 
tion of  fajcal  matters  between  the  opening  in  the  colon  and  the 
seat  of  the  obstruction,  Madelung  cuts  the  bowel  entirely  across 
and  stitches  the  upper  end  of  the  divided  gut  to  the  edges  of  the 
abdominal  wound.  He  then  empties  the  lower  segment,  washes 
it  out,  invaginates,  and  stitches  up  its  divided  end,  and  drops  it 
into  the  wound  and  closes  the  skin  incision  over  it.  This  lessens 
the  irritation  of  the  cancerous  surface  by  the  presence  of  ftvcal 
matters,  and  probably  also  will  lessen  the  tendency  to  prolapse  of 
the  mucous  membrane  of  the  gut.  He  originally  proposed  this 
method  for  cancer  of  the  rectum  and  sigmoid  flexure. 

In  the  transverse  form,  the  incision  (Fig.  179,  3)  is  made 
two  finger's-breadth  above  and  parallel  with  the  middle  third  of 
the  crest  of  the  left  ilium,  making  the  middle  of  the  incision  over 
the  colon.  By  this  incision  the  structures  divided  are  practically 
the  same  as  those  cut  in  the  oblique  form,  and  the  gut  is  reached 
through  the  triangle  of  Petit. 

Tlie  vertical  incision  (Fig.  179,  7)  is  the  one  used  by  Pro- 
fessor Chiene,  and  is  made  along  the  outer  edge  of  the  erector 
spin.T,  between  the  last  rib  and  the  iliac  crest,  and  in  this  case 
the  structures  divided  are — (1)  The  integumentary  coverings; 
(2)  the  posterior  layer  of  the  i'ascia  lumborum — and  in  doing  so 
the  compartment  containing  the  erector  spinjc  is  opened  into,  and 
this  muscle  is  then  drawn  inwards ;  (3)  the  middle  layer  is  next 
divided,  and  with  its  division  the  compartment  containing  the 
quadratus  lumborum  is  opened,  and  this  muscle  in  turn  is  drawn 
well  inwards;  (4)  the  anterior  layer  of  the  fascia  lumborum; 
(5)  the  fascia  transversalis ;  and  (G)  the  loose  areolar  tissue  and  fat 
in  which  the  gut  is  embedded.  The  gut  may  be  recognised  at  the 
bottom  of  the  wound  by  its  greenish  and  distended  aj^pearance. 
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By  iisincr  this  incision  we  have  well-marked  anatomical  guides, 
hoth  in°the  superficial  and  deep  parts  of  the  wound-the  edge 
of  the  erector  spinas  in  the  one,  and  the  edge  of  the  quadratus 
hunborum  in  the  other.  It  is  the  centre  of  this  latter  muscle 
that  we  first  reach;  hut  by  working  a  little  forwards,  its  edge  is 
reached  and  can  readily  be  drawn  inwards,  or  if  it  is  specially 
well  developed,  it  may  be  partially  divided. 

The  objections  to  lumbar  colotomy  are— (1)  The  space  is  small; 
(2)  it  is  often  difficult  to  identify  the  bowel,  and  this  has  led,  in 
some  cases,  to  opening  the  duodenum  (on  the  right  side),  other 
parts  of  the  small  intestine,  and  even  the  stomach ;  (3)  the  wound 
is  often  deep,  so  that  it  is  impossible  to  stitch  the  bowel  to  the 
skin  without  undue  tension;  (4)  occasional,  or  even  frequent  abnor- 
malities of  the  colon,  and  failure  to  find  it  at  all ;  and  (5)  the 
patient  is  unable  to  attend  to  the  artificial  anus  himself. 

In  performing  the  operation  of  colotomy,  it  is  necessary  to 
avoid— (1)  Wounding  the  peritoneum;  (2)  aUowing  the  contents 
of  the  gut  to  become  effused  into  the  areolar  tissue  of  the  wound; 
and  for  this  purpose,  in  cases  where  the  gut  must  be  opened  at 
once,  a  wide  india-rubber  tube  should  be  introduced  into  the 
opening,'  to  allow  the  contents  to  escape  graduaUy  through  it. 
After  this,  the  sides  of  the  opening  in  the  gut  are  stitched  to  the 
sides  of  the  incision,  as  already  described  under  the  first  form  of 
incision.  The  operation  may  be  rendered  necessary  on  account 
of_(l)  Malignant  stricture  of  the  rectum  with  tenesmus,  su.ch  as 
from  cancer;  (2)  other  strictures,  such  as  from  pressure  of  a 
pelvic  tumour ;  (3)  imperforate  anus  or  other  congenital  defects ; 

(4)  volvulus  of  the  sigmoid  flexure,  as  the  incision  in  laparotomy 
is  too  small  to  allow  of  the  large  coil  being  dealt  with  properly ; 

(5)  in  all  forms  of  vesico-intestinal  fistula ;  (6)  sometimes  in  cases 
of  very  painful  non-malignant  stricture  of  the  rectum,  to  rest  the 
part  for  a  time  and  allow  it  to  heal;  and  (7)  in  cases  of  cancer 
of  the  neck  of  the  uterus  opening  into  the  rectum.  By  performing 
this  operation  in  the  same  way  on  the  opposite  side,  the  caput 
cfficum,  or  ascending  colon,  may  be  reached.  As  already  stated, 
however,  an  artificial  anus  should  not,  if  possible,  be  made  in  this 
situation,  on  account  of  the  fluid  nature  of  the  faeces  at  this  part 
of  the  gut. 
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RESUME  of  left  lumbar  colotomy  (oblique  incision)  :— 

1.  Place  the  patient  ou  the  right  side,  with  a  pillow  beneath 

the  flank,  to  increase  the  space  between  the  last  rib 
and  the  iliac  crest. 

2.  Measure  straight  from  the  anterior  to  the  posterior 

superior  iliac  spine,  and  draw  a  vertical  line  up  to 
the  costal  margin  a  little  behind  the  mid  point  of 
this  measurement :  or  the  outer  edge  of  the  erector 
spinas  may  be  taken  as  the  guide  to  the  position  of 
the  gut. 

3.  Make  an  obli(|ue  incision,  of  which  this  line,  or  edge  of 

the  muscle,  is  the  centre,  through  skin  and  deep  fascia. 

4.  Then  divide  tlie  external  oblique  at  the  anterior  part, 

and  the  latissimus  dorsi  at  the  posterior  part  of  the 
incision,  and  after  this,  the  ^^l^ternal  oblique.  This 
now  exposes — 

5.  The  posterior  surface  of  the  fascia  lumborum,  which  is 

then  opened  like  the  sheath  of  an  artery,  and  divided 
by  a  probe-pointed  bistoury  to  the  full  extent  of  the 
external  incision.  In  so  doing,  the  last  dorsal  nerve 
and  artery  are  divided — secure  the  artery  at  once. 
C.  Divide  the  middle  layer  of  the  tendon  of  origin  of  the 
transversalis  muscle,  exposing  the  quadratus  lumborum 
which  should  be  turned  aside  or  notched  if  in  the  way. 
After  that  open  the  anterior  lamella  of  the  tendon  of 
origin  of  the  transversalis  muscle, 

7.  Hold  the  edges  of  the  wound  apart  by  two  copper 

spatulas,  tease  through  some  fatty  tissue  often  met 
with  at  this  stage,  thus  exposing — 

8.  The  fascia  transversalis,  which  shoiUd  be  opened  at  the 

posterior  part  of  the  wound,  the  extra-peritoneal  fat 
teased  through,  when  the  gut  should  now  be  reached. 

9.  The  gut,  if  distended,  will  usually  project  into  the 

wound,  if  not,  inject  air  or  fluid,  or  take  the  lower 
end  of  the  kidney  as  the  guide  to  its  position,  or  turn 
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•    the  patient  on  his  back  while  your  index  finger  is  in 
the  wound,  when  the  gut  will  usually  fall  against  it. 
10.  EoU  the  patient  back  on  his  side  again,  and  prepare 
the  gut  for  being  opened  either  at  once,  or  stitch  it 
unopened  to  the  edges  of  the  wound,  and  open  it  after 
three  or  four  days. 
]SToTE.— When  the  gut  is  distended  the  non-peritoneal  surface 
is  very  much  increased  in  extent  (Bond)  (Figs.  180,  181). 


Fig.  180.  Fig.  181. 

Colon  and  Peritoneum. 

Pi 

Empty.  Distended. 

Observe  the  effect  of  Distension  of  the  Gut  npon  the  amount  of  surface 
uncovered  by  Peritoneum, 

In  the  vertical  form  of  incision: — 

1.  Use  the  outer  border  of  the  erector  spinse  as  the  guide, 

and  make  a  vertical  incision  along  it. 

2.  Divide  the  integumentary  coverings. 

3.  ExiDose  the  edge  of  the  erector  spinse. 

4.  Expose  the  outer  border  of  the  quadratus  lumborum, 

which  will  be  found  a  little  more  external,  and  pass- 
ing from  below  upwards  in  an  oblique  direction;  if 
necessary  the  muscle  may  be  notched. 

5.  Cut  through  the  anterior  layer  of  the  lumbar  fascia,  and, 

if  necessary,  notch  it  transversely;  clear  aside  a  little 
fatty  and  cellular  tissue  usually  found  at  this  point. 

G.  Open  the  fascia  transversalis,  and  tease  through  the  extra- 
peritoneal fat;  the  gut  should  now  be  exposed. 

7.  After  this,  proceed  as  in  the  last  form  of  incision. 

Littr6's  Operation,  or  Inguinal  Colotomy.— In  this  operation 
the  descending  colon,  or  the  sigmoid  flexure,  is  reached  in  the  iliac 
region  by  opening  into  the  peritoneal  cavity,  and  into  tlie  gut 
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tlirough  its  peritoneum-covered  surface.  The  incision  resembles 
that  for  ligature  of  the  external  iliac  artery.  Littr]^  operated  on 
the  left  side.  The  incision  is  carried  from  a  little  above  the  level 
of  the  anterior  superior  iliac  spine  downwards  and  inwards,  about 
an  inch  and  a  half  above,  and  nearly  parallel  with,  Poupart's 
ligament,  for  two  and  a  half  or  three  inches.  The  incision  must 
be  external  to  the  deep  epigastric  artery,  and  above  the  level  of 
the  deep  circumflex  iliac,  with  one-third  above,  and  the  other  two- 
thirds  below,  the  level  of  the  anterior  sui^erior  iliac  spine. 

The  Structures  divided  are— (1)  The  skin  and  superficial  fascia, 
fatty  tissue  and  deep  fascia,  with  the  cutaneous  nerves  and  the 
superficial  external  circumflex  vessels;  (2)  the  external  oblique; 
(3)  the  internal  oblique;  (4)  the  transversalis  muscle,  with  branches 
of  the  deep  circumflex  iliac  artery  ;  (.5)  the  transversalis  fascia 
and  extra-peritoneal  fat;  and  (6)  the  peritoneum.  The  operation 
should  be  done,  if  possible,  in  two  stages,  as  gastrostomy.  The 
large  gut  is  distinguished  from  the  small  gut  by  the  longitudinal 
muscular  bands,  and  by  the  appendices  epiploica3. 

LiTTKii's  operation  in  the  left  groin  was  originally  proposed 
for  cases  of  congenital  absence,  or  deficiency,  of  the  rectum;  in 
children,  however,  it  is  well  to  bear  in  mind  that  the  sigmoid 
flexure  is  often  misplaced,  especially  in  cases  of  congenital 
deformity,  and  may  be  on  the  right  side,  or  in  the  pelvis.  For 
this  reason  it  has  been  advised  that  the  operation  should  always 
be  ptjrformed  on  the  right  side,  as  one  is  almost  certain  to  find 
either  the  sigmoid  flexure  or  the  ca3cum  in  this  region.  It  is 
also  used  in  cases  of  stricture  of  the  rectum  and  loicer  part  of 
the  sigmoid  flexure.  The  operation  is  said  to  be  less  severe,  and 
it  places  the  anus  in  a  more  convenient  situation,  so  that  the 
jjatieut  can  attend  to  it  himself;  for  this  reason  also  it  should 
be  preferred  in  the  labouring  poor,  who  are  unable  to  afi'ord  a 
special  attendant  to  attend  to  and  keep  the  parts  clean,  when 
it  is  placed  behind.  Statistics,  up  to  1884,  seem  to  show  that 
it  is  somewhat  more  fatal  than  Amussat's  operation;  since  that 
period,  however,  the  mortality  has  fallen  considerably. 

Malignant  and  other  stricture  is  very  frequently  situated  in  the 
flexures,  and  in  the  case  of  the  sigmoid  flexure,  Amussat's  operation 
must  be  performed. 
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This  operation  meets  all  the  objections  urged  against  lumbar 
colotomy,  and  also  affords  a  means  of  exploring  the  abdomen, 
in  obscure  cases,  before  completing  the  operation.  The  objections 
urged  against  it  are — (1)  The  greater  tendency  to  prolapse  of 
the  gut,  and  (2)  that  it  is  not  suitable  for  urgent  cases,  as  the 
peritoneum  is  opened,  and,  therefore,  fseculent  material  might  reach 
that  cavity.  Still,  by  careful  stitching,  and  the  adoption  of  suitable 
jirecautions,  the  gut  may  be  opened  at  once,  though,  no  doubt,  the 
operation  is  best  performed  in  two  stages. 

r  r 

RESUME  of  the  chief  steps  of  tlie  ojDeration  of  inguinal 
colotomy : — 

1.  Take  the  same  precautions,  with  regard  to  antiseptics,  as 

in  other  operations  opening  into  the  peritoneal  cavity 
— especially  with  respect  to  the  clothes,  hands,  and 
instruments. 

2.  Make  the  incision.    In  making  the  incision,  Mr  Ceipps 

pulls  the  skin  a  little  inwards,  so  that  when  it  is  again 
relaxed  the  opening  through  the  fascia  transversalis 
and  the  peritoneum  is  on  a  different  level;  this  makes 
the  opening  valvular,  and  it  is  more  easily  closed  after- 
wards with  a  pad. 

3.  Secure  all  the  bleeding  vessels,  and  then  open  the 

peritoneum  to  nearly  the  full  extent  of  the  external 
wound. 

4.  Push  the  small  intestine  aside,  recognise  the  large  gut  by 

the  usual  signs,  or  else  pass  a  finger  into  the  pelvis, 
find  the  rectum,  and  follow  it  upAvards. 

5.  Pull  a  loop  of  the  gut  into  the  wound,  and  insert  two 

provisional  carboHsed  silk  ligatures,  two  inches  apart; 
they  must  do  little  more  than  go  through  the  peri- 
toneal coat.  These  sutures  are  to  steady  the  bowel 
during  the  stitching  operations,  and  afterwards  to 
serve  as  guides  when  the  bowel  is  to  be  opened. 

G.  jS'ow  return  the  loop  of  bowel,  and  stitch  the  parietal 
peritoneum  to  the  skin  at  four  or  five  points  with  fine 
carbolised  silk. 
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7.  Again  pull  out  the  bowel,  and  fix  it  to  the  skin  and 

parietal  peritoneum  by  half-a-dozen  sutures  or  so  on 
each.  side.  They  must  only  go  through  the  peritoneal 
and  muscular  coats  of  the  bowel,  but  must  not  pene- 
trate the  mucous  membrane,  otherwise  it  will  be 
impossible  to  keep  the  woimd  aseptic,  on  account  of 
the  leakage  along  the  sutures.  The  gut  should  be  so  ^ 
stitched  that  two-thirds  of  its  circumference  is  external 
to  the  wound.  The  sutures  pass  through  the  skin 
one-eighth  of  an  incli  from  the  edge  of  the  wound, 
then  through  the  parietal  peritoneum,  and,  lastly, 
through  the  bowel.  The  last  suture  at  each  angle 
should  go  across  from  one  side  to  the  other :  it  is  better 
to  pass  all  the  sutures  before  tying  any  of  them. 

8.  Stitch  up  the  extremities  of  the  skin  incision  as  far  as 

may  be  thought  necessary. 

9.  In  dressing  the  wound,  place  a  piece  of  green  protective 

over  the  exposed  part  of  the  bowel,  otherwise  gramda- 
tions  will  shoot  into  the  dressing  and  fix  it  firmly  to  ^ 
the  gut. 

10.  Open  the  gut  in  five  or  six  days,  using  the  provisional 
.sutures  as  the  guide,  the  bowel  being  opened  to  the 
full  length  between  them,  paring  off  the  cut  margins  of 
tlie  bowel  with  scissors  to  the  level  of  its  attachment 
to  tlio  skin  (Cripps).    All  sutures  may  be  removed  by 
the  ninth  day,  or  earlier. 
In  order  to  obviate  the  tendency  to  prolapse  of  the  gut,  INIr 
Cripps,  before  inserting  the  provisional  ligatures,  draws  out  as^ 
much  of  the  loose  bowel  as  will  readily  come,  passing  it  in  again 
at  the  lower  angle  of  the  woimd;  this  gets  rid  of  all  loose  folds  of 
the  sigmoid  flexure  above  the  opening.    Some  Surgeons  bring  the 
loop  of  bowel  completely  outside  the  abdomen,  in  order  to  secure 
a  good  spur,  and  entirely  prevent  fasces  passing  by  the  rectum. 
The  loop  is  held  forwards  by  means  of  a  kangaroo  tendon  suture, 
entered  about  an  inch  from  the  edge  of  the  wound,  then  passed 
tliroucrh  the  mesentery  in  the  concavity  of  the  loop  of  gut,  and 
brought  out  about  an  inch  from  the  edge  of  the  other  side  of  the 
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incision;  both  ends  of  tlie  tendon  are  then  knotted.  The  occasional 
tendency  to  contraction  of  the  new  anus  must  be  overcome  by 
means  of  special  dilators. 

LlTTR^'s  operation  may  also  be  performed  on  the  right  side, 
in  this  case  opening  the  csecum;  this  side  is  also  to  be  preferred 
in  cases  of  long  standing  intestinal  obstruction.  The  fluidity  of 
the  fa'ces,  however,  must  ever  be  a  serious  objection  to  all  right 
colotomies.  This  subject  is  ably  discussed  by  Mr  F.  Treves,  in 
his  work  on  "Intestinal  Obstruction." 

LAPAROTOMY. 

This  may  be  defined  as  the  making  of  an  opening  into  the 
abdomen,  either  for  the  purposes  of  diagnosis  (exploratory)  or 
treatment,  or  both.  It  is  used  in  cases  of  acute  strangulation  of 
the  gut,  of  all  kinds  and  from  all  causes,  such  as  constricting  bands, 
cords,  diverticula,  strangulation  through  slits  and  apertures,  etc.  It 
is  also  used  in  treating  all  kinds  of  internal  hernia,  and  of  reduc- 
tion m  masse  after  external  hernia,  provided  the  condition  cannut 
be  relieved  by  cutting  down  at  the  seat  of  the  hernia  first ;  also 
for  some  cases  of  volvulus,  and  in  intussusception.  The  incision  is 
the  saine  as  in  ovariotomy;  it  is  used  as  a  preliminary  operation 
in  cases  Avhere  enterotomy,  enterectomy,  etc.,  is  to  be  performed. 
I  will  not  describe  the  operation  in  detail,  but  merely  indicate  the 
more  important  points;  the  whole  operation  must  be  conducted  on 
tlie  same  principles,  and  with  the  same  care,  as  ovariotomy.  The 
patient  is  placed  on  a  high  table,  with  his  legs  hanging  over  the 
end  of  it,  and  an  incision,  sufficiently  large  to  admit  the  hand,  is 
made  between  the  pubes  and  the  umbilicus  through  the  linea  alha  : 
by  making  the  incision  in  the  linea  alba  no  vessel  of  any  size  is 
divided,  no  inter-muscular  cellular  planes  opened  up,  the  wound  i.s 
not  deep,  and  its  edges  can  be  readily  approximated  without  any 
tendency  afterwards  to  hernial  protrusion  of  the  bowel. 

The  instruments  required  are  the  same  as  in  gastrostomy,  and 
the  instrument  clerk  should  have  all  the  instruments,  especially 
tlie  sponges  and  AVeu.s's  forceps,  carefully  counted  and  noted,  so 
tliat  lie  may  call  the  roll  before  the  wound  is  stitched  up,  lest  any 
of  them  be  left  in  tlie  abdominal  cavity.  Tlie  temperature  of  the 
room  must  be  carefully  regulated  and  the  bladder  emptied  before 
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the  operation,  lest  it  be  cut  into.  When  the  outer  surface  of  the 
peritoneum  is  exposed  all  bleeding  vessels  must  be  secured  before 
it  is  opened ;  it  should  be  opened  like  the  sheath  of  an  artery,  and 
the  opening  enlarged  with  a  probe-pointed  bistoury,  guided  by  the 
forefinger  of  the  left  hand ;  and  after  it  is  opened,  care  must  be 
taken  to  prevent  protrusion  of  the  intestines.  If  the  operation  be 
performed  for  obstruction,  the  hand  should  first  be  swept  under  the 
umbilicus,  to  make  sure  of  the  absence,  or  otherwise,  of  Meckel's 
diverticulum,  and  then  passed  on  at  once  to  the  cwcumj  for  if  this 
be  found  distended,  tlie  obstruction  is  in  some  part  of  the  colon ; 
while,  if  empty,  it  is  in  some  part  of  the  small  intestine.  At 
the  completion  of  the  operation  the  "  peritoneal  toilet "  must  be 
performed  with  the  greatest  care  and  completeness.  In  closing 
the  wound  the  deep  sutures  of  carbolised  silk  must  include  the 
peritoneum,  so  that  the  divided  sides  of  that  membrane  shall  be 
brought  into  close  contact  and  unite  by  the  first  intention,  and  so 
lessen  the  tendency  to  hernia  afterwards. 

ENTEROTOMY. 

Nelaton's  Operation  for  Intestinal  Obstruction— Enterotomy. 

—The  abdomen  is  opened  in  the  iliac  region,  preference  being 
"iven  to  the  right  side,  by  an  incision  the  same  as  that  used  in 
LiTTRii's  operation  —  parallel  with  and  a  little  above  Poupabt's 
ligament,  and  external  to  tlie  deep  epigastric  artery.  The  first 
Mdended  coil  of  bowel  that  presents  itself  is  then  drawn  into  the 
wound ;  on  the  right  side  it  is  almost  always  the  lower  end  of  the 
ileum  that  presents.  The  operation  is  completed  in  one  or  two 
stages,  according  to  the  nature  of  the  case ;  if  possible  it  should 
be  "done  in  two  stages,  in  the  manner  already  explained  under 
"  gastrostomy."  Mr  Treves  objects  to  primary  enterotomy  on  the 
following  grounds— (a)  It  is  only  a  palliative  measure  at  the  best; 
{!,)  it  is  not  f oimded  upon  sound  surgical  principles ;  (c)  it  is 
carried  out  more  or  less  independently  of  diagnosis;  and  {li)  it  is 
done  in  the  dark,  and  leaves  the  cause  of  the  disorder  untouched. 
It  may  often,  however,  be  performed  with  advantage  as  a  secondary 
operation— e.i7.,  after  lumbar  colotomy,  where  the  colon  is  exposed 
below  the  obstruction;  sometimes,  after  an  exploratory  laparotomy, 
it  may  be  found  that  nothing  else  can  be  done.    In  favour  of  the 
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operation  ( primary )  is  its  low  mortality,  ease  of  performance,  and 
the  almost  absolute  certainty  of  securing  snmefhimj,  and  of  making 
an  opening  in  tlie  gut  sometvliere  above  tbe  obstruction. 

RESECTION  OF  THE  INTESTINE. 

In  this  operation  a  diseased  portion,  of  varying  size,  is  cut  away 
and  removed  froin  the  hodj.  It  may  be  performed  for  stricture, 
simple  and  cancerous,  occlusion  of  the  gut  by  hopeless  matting, 
and  for  gangrene.  It  is  called  Enterectomy,  when  performed  on 
the  small  intestine;  Colectomy,  wlien  performed  on  the  large. 
Colectomy  was  first  performed  by  Mr  Bryant.  In  many  cases  it 
is  the  only  operation  whicli  cures  the  disease,  and,  therefore, 
possesses  this  great  advantage  over  enterotomy ;  and  it,  further, 
docs  away  with  the  necessity  for  a  permanent  artificial  anus. 
As  regards  the  amount  that  may  be  removed,  it  is  difficult  to 
state  definitely,  but  a  couple  of  yards  have  been  removed  without 
any  apparent  damage  to  the  intestinal  tract,  so  far  as  function  was 
concerned. 

There  are  two  modes  of  performing  the  operation  —  (1)  The 
part  of  the  gut  is  removed,  and  the  two  divided  ends  are  reunited, 
thus  restoring  tlie  lumen  of  the  tube;  the  gut  is  then  put  back 
into  the  abdomen,  and  the  external  wound  closed. 

The  objections  to  this  plan  are — (a)  Although  the  obstructing 
part  is  removed,  yet  the  distension  of  the  gut  above,  remains  for 
some  time  after  tlic  operation,  as  the  segment  of  the  bowel  involved 
in  the  operation  is  paralysed  for  a  time,  and  prevents  a  free  jDassagc 
along  the  tube,  {h)  The  operation  is  very  difficult,  long,  and  tedious, 
and  this  is  bad  for  the  patient,  who  probably  before  the  operation 
was  already  in  a  low  condition,  and  tlie  long  exposure  may  cause 
fatal  paralysis  of  the  gut.  (c)  It  may  be  impossilile  to  suture 
the  gangi-enous  bowel,  or  the  suture  line  may  slough  and  lead  to 
extravasation  and  death. 

lor  these  reasons  the  next  method  shoidd  always  be  preferred 
—(2)  Instead  of  stitching  the  divided  ends  together,  an  artificial 
anus  is  formed  by  the  ends  of  the  divided  gut  being  stitched 
to  the  skin  incision,  first  the  distal  and  then  the  proximal.  At 
a  later  period  another  operation  is  i)erformed  for  the  cure  of  Iho 
artificial  anus. 
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In  the  first  method,  a  median  laparotomy  is  first  performed, 
and  the  diseased  segment  of  the  gut  is  pulled  out  at  the  ■wound ; 
the  wound  is  then  plugged  with  clean  flat  sponges,  to  pr(!vent 
the  entrance  of  ficces  into  the  abdomen  from  the  segment  to  be 
excised,  and  also  to  prevent  the  protrusion  of  more  bowel.  The 
bowel  must  now  be  occluded  on  each  side  of  the  part  to  be 
excised  by  some  form  of  clamp ;  the  one  invented  and  used  by 

Fig.  182. 
Lembert's  Suture— Surface  View. 


Two  Sutures  arc  ))asscd  tlirough  the  (!ut  at  tlu'  wounded  point. 

Fig.  183. 
Lembert's  Suture— Side  View. 


."jilturc  

Peritoneal  Coat 
MnHoular  Coat.. 
MiK'o>i«  Coat-.. .. 


Tlie  .Suture  must  not  fro  tliroiigli  I  lie  Mucous  Coat. 


Fig.  184. 
Lembert's  Suture  Tightened. 

Hut  live  - 

Puritoiioal  Coat.   /\  — 

AInseular  Coat  Hiuiii.iiim.  <  i-.  :i.«'T;FKj '» ■  «""«■  'ESI 

MiKHius  Coat....   -  liItlTfl 

Observe  liow  the  Peritoneal  Surfaces  ai'e  tucked  in  when  tlie  Suture 

is  tightened. 

Mr  Treves  has  its  compressing  surfaces  covered  with  india- 
rubber,  and  it  is  so  made  that  the  two  ends  can  slide  along  iron 
rods,  so  as  to  approximate  the  ends  of  the  divided  gut  before  the 
introduction  of  the  sutures.  The  necessary  amount  of  gut  is  then 
removed  with  the  scissor.s,  and  a  V-  shaped  piece  of  the  mesentery 
removed,  and  all  the  bleeding  vessels  ligatured.    The  two  parts 


Surgical,  MecUcat,  and  Operative. 


311 


of  the  clamp  are  next  approximated  ami  two  rows  of  sutures 
introduced — the  inner  to  bring  the  edges  of  the  mucous  membrane- 
together  (Czerny),  and  an  outer  row  to  include  the  muscular  and 
serous  surfaces  (Lejibert).  Gussenbatjer  brings  both  the  mucous 
and  serous  layers  into  contact  by  a  single  suture.  The  Lembert 
suture  is  to  be  preferred,  and  is  quite  sufficient  alone  (Figs.  182 
to  184.  AYhen  the  mucous  membrane  is  pierced,  leakage  takes 
place  along  the  thread,  and  is  apt  to  set  up  septic  peritonitis,  and 
it  should  not  therefore  penetrate  the  mucous  coat.  When  the  gut 
is  divided  the  longitudinal  muscular  fibres  retract  and  carry  the 
serous  covering  with  them,  so  that  the  mucous  coat  can  be  readily 
reached  and  sutured.  Various  plans  have  been  tried  in  order  to 
make  the  gut  rigid  durmg  the  introduction  of  the  sutures— such 
as  plugs  of  gelatine  or  dough,  decalcified  bone,  a  sausage-shaped 
india-rubber  bag  that  can  be  inflated,  etc.  According  to  Mr 
Treves,  about  fifteen  sutures  are  required  for  the  inner  row,  and 
twenty-fivp  for  the  outer.  The  clamps  are  now  removed,  the  gut 
dropped  into  the  abdomen,  and  the  abdominal  wound  closed. 

In  the  second  method,  when  the  diseased  part  is  removed, 
the  clamp  is  removed  from  the  distal  end  of  the  gut,  and  its 
margin  stitched  to  the  skin  incision ;  the  proximal  end  is  then 
treated  '\\\  the  same  way,  taking  care  not  to  allow  the  contents  to 
escape  into  the  peritoneal  cavity.  After  a  time  the  cavity  of  the 
gut  is  rendered  continirous  by  a  second  operation.  This  method  is 
much  bettor,  more  easily  performed,  and  safer  than  the  other. 

THE  LIVER. 

Tliis  organ  fills  up  the  greater  part  of  the  right  hypochondriac 
region,  extends  through  the  epigastric,  and  passes  slightly  into 
the  left  hypochondrium,  being  about  an  inch  and  a  half  beyond 
tlie  left  margin  of  the  sternum.  It  measures,  in  its  transverse 
diameter,  from  ten  to  twelve  inches;  from  six  to  seven  in  its 
antero-p(jsterior,  and  is  about  three  inches  vertically,  at  the  back 
part  of  the  right  lobe.  It  weighs  from  fifty  to  sixty  ounces. 
The  lower  border,  at  the  left  side,  is  close  to  the  apex  beat ;  in 
11 10  epigastric  region  it  is  midway  between  the  ensiform  cartilage 
and  the  umbilicus;  and  on  tlie  right  side,  from  the  mammary 
line,  it  follows  pretty  closely  the  costal  margin ;  in  the,  erect 
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liosturc  it  is  a  little  below  the  costal  margin,  but  wlien  the 
liatient  is  recumbent  it  ascends  about  an  inch.  In  M'omcn  and 
children  it  is  normally  a  little  below  the  costal  margin.  On  the 
extreme  right  the  lower  border  of  the  liver  descends  below  the 
last  rib  to  the  level  of  the  first  or  second  lumbar  spine — a  fact 
of  some  importance  when  operating  on  the  right  kidney.  Being 
attached  to  the  diaphragm,  the  liver  is  depressed  during  inspira- 
tion and  rises  during  expiration ;  at  the  end  of  expiration  its 
upper  border  corresponds  to  the  fourth  intercostal  space,  or  upper 
border  of  the  fiftli  rib. 


Fig.  185. 
Stab  through  Base  of  Lung. 


To  show  how  a  Stab  may  involve  the  Lung  and  Liver,  together  witli  the 
Pleural  and  Peritoneal  Cavities. 


In  the  mammillary  line,  the  highest  i^art  of  the  convexity  of 
the  right  lobe  of  the  liver  extends  to  about  the  fourth  intercostal 
space  or  lifth  rib.    If  a  line  be  drawn  froin  this  point  to  the  apex 
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boat,  it  indicates  the  \ipper  level  of  tlie  liver,  as  well  as  tlio  loAver 
margin  of  the  heart  {mcirgo  acutus).  A  penetrating  wound  of  the 
chest  wall — say  about  the  fifth,  sixth,  or  seventh  intei-costal  spaces 
— would  go  through  both  liver  and  lung,  and  open  up  both  •  the 
l)lcural  and  peritoneal  cavities  (Fig.  185).  The  "upper"  surface 
of  the  liver  is  in  contact  with  the  diaphragm ;  the  under  surface 
is  in  relation  with  the  stomach  on  the  left  side,  and  on  the  right 
side  with  the  gall  bladder,  the  duodenum,  the  hepatic  flexure  of 
the  colon,  the  right  kidney,  and  right  supra-renal  capsule. 

The  posterior  border  is  in  relation  with  the  aorta,  the  inferior 
vena  cava,  and  the  crura  of  the  diaphragm.  That  portion  of  the 
liver  that  is  in  contact  with  the  anterior  abdominal  wall  gives 
an  almost  absolutely  dull  note  on  percussion,  and  is  known  as  the 
area  of  absolute  hepatic  dullness ;  the  upper  border  of  this  area 
corresponds  roughly  to  the  lower  edge  of  the  lungs  (except  on  the 
left  side,  where  it  merges  into  the  cardiac  dullness),  about  the 
level  of  the  sixth  rib  in  front,  the  eighth  in  the  mid-axillary  line, 
and  the  tenth  behind.  Above  this,  a  layer  of  lung  tissue,  gradually 
increasing  in  thickness,  intervenes  between  the  liver  and  the  chest 
wall ;  this  area  is  known  as  the  area  of  the  relative  hepatic 
dullness.  .  It  lies  about  three  inches  above  the  absolute;  extending 
up  to  the  fourth  right  space  or  the  fifth  rib.  The  liver  dullness 
may  extend  further  down  than  normal,  without  great  alteration 
in  its  absolute  size  or  shape — as  from  (1)  an  abscess  between  the 
liver  and  the  diaphragm,  (2)  right  pneumo- thorax,  (3)  pleurisy 
with  effusion  on  the  right  side,  and  (4)  emphysema  of  the  lungs. 
It  is  distorted  as  well  as  depressed  in  "  tight  lacing."  The  hepatic 
l)lexus  of  the  sympathetic  is  the  largest  ofiset  of  the  cccliac  plexus, 
and  receives  filaments  from  the  left  pneumogastric  and  the  right 
phrenic  nerves. 

Tumours  connected  with  the  Liver  necessarily  partake  of  the 
respiratory  movements,  and  in  this  way  may  be  distinguished  from 
tumours  of  the  right  kidney.  Further,  tumours  of  the  liver  have 
no  intestine  in  front,  and  it  is  impossible  to  insert  the  fingers 
between  the  costal  margin  and  the  upper  border  of  the  tumour, 
as  in  tumours  of  the  kidney;  the  dullness  is  continuous  with  the 
normal  liver  dullness,  and  the  tumour  enlargement  begins  above 
In  cases  of  cancer,  the  liver  will  be  nodulated. 
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The  Enlargements  of  the  Liver  may  be— 

(a)  TTniform — As  fatty  liver,  waxy  liver,  congestion,  obstruc- 
tion of  the  bile  duct  either  from  catarrh  or  gall  stones, 
and  in  tlie  early  stage  of  cirrhosis. 

(/>)  Irregular — In  syphilitic  affections  usually,  "  gin-drinker's 
liver,"  cirrhosis,  hydatid  cysts,  cancer,  abscess,  and 
distended  gall  bladder. 

The  liver  is  the  second  most  common  seat  for  the  secondary 
deposits  in  sarcoma,  spread  by  tlie  systemic  veins:  it  is  the  most 
common  in  sarcoma,  spread  by  the  portal  vein.  Secondary  deposits 
of  cancer  are  by  no  means  uncommon,  especially  of  the  softer 
varieties. 

Abscess  of  the  Liver  may  arise  from  affections  of  the  bowel, 
dysontry,  typlioid  fever,  etc.,  probably  from  minute  venous  or 
lymphatic  emboli — as  the  portal  vein,  that  drains  tlie  intestines, 
passes  to  the  liver,  and  there  brealcs  up  into  capillaries.  The 
abscess  may  open  into  the  duodenum,  colon,  pleural  cavity,  or 
the  lungs,  and  the  pus  be  coughed  out — or  the  stomach,  and  be 
vomited  up.  Sometimes  it  makes  its  way  into  the  pericardium, 
or  bursts  into  tlic  general  i)eritoneal  cavity.  The  usual  causes  of 
tliese  abscesses  are  injuries  of  the  head,  pya-mia,  and  dysentery;, 
also  wounds  and  contusion  of  the  liver  itself,  irritation  of  the 
veins  a1)out  the  rectum  as  in  fistula  in  ano,  and  after  operations 
for  hfeniorrhoids ;  and,  lastly,  inflammation  and  ulceration  of  the 
stomach,  gall  bladder,  or  bile  ducts. 

Tlio  diagnosis  between  abscess  and  hydatid  cyst  may  be  made 
certain  by  tlie  use  of  the  liypodermic  needle,  or  a  fine  aspirator; 
thci'c  will  also  be  a  history  of  fever  and  rigors  in  the  one  case, 
but  not  in  tlie  other,  and  with  hydatids  the  fluctuation  is  often 
accompanied  by  the  peculiar  "hydatid  fremitus."  If  the  abscess 
have  adhered  to  the  abdominal  wall  under  the  ribs,  it  may  be 
tapped  or  opened  by  direct  incision,  cleaned  out,  and  a  drainage 
tube  inserted;  if  it  is  not  adherent,  the  case  requires  greater 
caution,  lest  the  pus  and  discharges  escape  into  the  peritoneum. 
Attempts  may  be  made  to  open  it  in  two  stages,  as  in  gastrostoiuj\ 
Hydatid  cysts  should  first  be  tapped ;  and  if  this  does  not  cure, 
then  open  in  two  stages,  and  drnin. 
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Rupture  of  the  Liver  is  very  serious,  from  tlie  great  lisemorrliagc 
and  subsequent  peritonitis. 

Extra-Hepatic  Bile  Cliannels.-Tlie  bile  leaves  tlie  liver  by  tlie 
rhjM  and  left  hematic  ducts;  these  join  to  form  tbe  common  hepatic 
duct,  ^vllicll  is  in  turn  joined  by  the  duct  from  the  gall  bladder 
(the  a,stic  duct),  and  the  duct  thus  formed  is  called  the  common 
bile  duct— the  ductus  communis  choledochus.    It  is  about  the  size 
of  a  "oose-quill,  and  about  three  inches  long,  and  is  placed,  with 
the  hepatic  artery  and  portal  vein,  in  the  lesser  omentum,  the  duct 
beincr  to  the  right,  the  artery  to  the  left,  and  the  vein  behind  and 
between.    Along  with  the  duct  of  the  pancreas,  it  pierces  the 
duodenal  wall  ven/  ohUqmhj,  near  the  end,  and  to  the  inner  side 
of  the  posterior  aspect  of  its  descending  part.    In  stones,  passing 
from  the  gall  bladder,  as  long  as  they  are  confined  to  the  cystic 
duct,  there  will  be  no  jaundice,  as  the  bile,  from  tlie  liver,  can 
easily  pass  into  the  gut ;  it  is  only  when  they  enter  the  common 
bile  duct  that  jaundice  becomes  marked,  but  even  then  a  httle 
may  pass  into  the  intestine,  as  the  stones  are  usually  facetted.  The 
.secretion  pressure  is  extremely  low,  and,  therefore,  a  very  feeble 
obstruction  is  sufficient  to  cause  its  re  -  absorption  — o5s^TOc/m- 
jaundiri'.  . 

Other  causes  of  obstruction,  leading  to  the  re-absorption  of  bile, 
■u-e—catarrh  of  the  ducts,  often  due  to  duodenal  catarrh  ( duodenat 
dijspepsia);  parasites,  as  a  round  worm  (ascaris  lumbricoides) ;  and 
tumours,  as  cancer  of  the  head  of  the  pancreas  or  pylorus,  as  the 
duct  passes  behind  the  first  part  of  tlic  duodenum  and  is  covered 
l)y,  or  included  in,  the  head  of  the  pancreas. 

The  first  inch  or  so  of  the  common  duct  runs  in  the  lesser 
omentum,  and  is  here  liable  to  l)e  compressed  from  enlarged  glands 
and  other  tumours;  for  the  rest  of  its  course  it  runs  under  cover 
of,  and  between,  the  duodenum  and  pancreas,  and  may  be  coni- 
jjressed  by  growths  springing  from  these  organs.  "When  the  ducts 
are  blocked  between  the  transverse  fissure  and  the  entrance  of  the 
cystic  duct,  there  will  be  persistent  jaundice,  without  distension 
of  the  gall  bladder.  AVhen  there  is  persistent  jaundice,  with 
continued  dilatation  of  the  gall  bladder,  it  points  to  blocking  of 
the  common  duct,  as  from  stricture,  calculus,  or  disease  of  the 
duodenum  or  pancreas.     It  is  of  importance  to  note  that  the 
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gall-stouc  colic  may  closelj^  simulate  obstruction  ol'  the  bowel. 
Vomiting  ami  constipation  may  bo  well  marked,  and  there  may 
bo  a  total  absence  of  jaundice.  Slighter  cases  of  pain,  due  to  the 
passage  of  gall  stones,  are  probably  often  merely  called  "  spasm  of 
the  stomach  "  (Hutchinson). 

Dr  Syj[ington  describes  the  liver  as  a  right-angled  triangular 
prism  with  the  right  angles  rounded  ofl";  he  speaks  of  five  surfaces 
— anterior,  posterior,  superior,  and  right  and  left  inferior:  the  left 
inferior  corresponds  to  the  so-called  inferior  surface.  He  further 
regards  it  as  a  soft,  plastic,  sponge -like  mass,  easily  changed  in 
shape  from  pressure  of  neighbouring  organs,  especially  by  the 
stomach;  Avhen  this  organ  was  distended  he  found  that  the  trans- 
verse diameter  M'as  considerably  diminished,  while  the  vertical 
extent  on  the  right  side  was  considerably  increased,  tliis  change  in 
shape  being  due  chiefly  to  a  movement  of  its  left  inferior  sitrface. 

This  plasticity  and  sponge-like  character  may  account,  to  a 
cci'tain  extent,  for  the  beneficial  effects  of  physical  exercise. 
Professor  Eutherford  used  to  teach  us  that  the  liver  was  like 
a  sjionge,  and  that  tlie  comj)ression  of  the  walls  of  the  abdomen 
and  chest  around  it  squeezed  out  the  bile,  Eut  physical  exercise  -^ 
has  another  beneficial  effect,  as  it  quickens  the  venous  return, 
by  the  aspiration  of  the  thorax,  through  the  inferior  vena  cava^ 
so  that  at  each  inspiration  the  blood  is  draAvn  rapidly  through 
it :  it  thus  acts  in  two  ways — by  squeezing  and  by  aspirating. 
It  is  no  doubt  for  this  I'oason  that  the  hepatic  veins  have  been 
made  non- collapsable.  This  is  seen  to  the  best  advantage  in 
mountain  climbing.  Herein  also,  no  doubt,  lies  the  special  value 
of  laughter  as  a  therapeutical  agent.  "  A  merry  heart  doeth 
good  like  medicine,"  said  the  wisest  of  men  in  ancient  times; 
and  "Laugh  and  grow  fat,"  says  the  profane  man  of  our  own 
time.  In  this  way  melan  chole  is  got  rid  of — by  which  is  meant, 
I  suppose,  the  stagnated  products  of  the  liver.  The  same  may 
also  be  said  for  the  jolting  exercise  on  horseback,  and  also 
the  great  good  derived  from  taking  a  few  full  and  deep  respira- 
tions occasionally.  Here,  also,  I  would  point  out  one  of  the 
great  evils  of  corsets,  as  Avorn  by  ladies  at  the  present  day;  not 
only  do  they  Iccep  the  liver  constantly  compressed,  distorted,  and 
semi-asphyxiated,  but  also  render  it  impossible  to  take  full  and 
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deep  respirations,  or  perform  th  at  physical  exercise  wliicli  would 
do  it  a  world  of  good.  For  tlie  same  reason  also  they  play  an 
important  part  in  the  production  of  phthisis.  It  is  impossible  to 
take  full  and  deep  inspirations,  and  many  parts  of  the  lungs  are 
thus  thrown  out  of  use,  and  as  a  result  of  this  the  tissues  tend  to 
degenerate,  and  fall  an  easy  prey  to  the  invading  hosts  of  micro- 
organisms. Full  and  free  respirations  are  the  gymnastics  of  the 
lungs.  Hence  the  value  of  the  frequent  practice  of  vocal  music. 
The  waist  of  the  Venus  de  Medici  in  the  Uffizi  Gallery,  at  Florence, 
forms  a  graceful  oval  of  nearly  twenty-seven  inches,  but  the  waists 
of  her  modern  representatives  are  reduced,  by  means  of  corsets, 
to  an  ungraceful  circle  of  from  eighteen  to  twenty-two  inches. 
But  not  only  do  corsets  distort  the  body  and  keep  the  liver  semi- 
asphyxiated  and  inactive,  because  it  is  surcharged  with  stagnated 
blood,  but,  I  beheve,  they  also  play  a  very  important  part— pro- 
bably the  chief  exciting  cause — in  the  production  of  cancer  of  the 
breast.  At  every  step  the  woman  takes  the  breast  partakes  of  a 
quivering  or  trembling  movement,  and  the  nipple  is  irritated 
against  the  upper  edge  of  the  rigid  corsets.  This  constant  irrita- 
tion of  the  nipple,  over  a  long  period  of  time,  may  play  a  more 
important  part  in  cancer  production  than  many  are  inclined  to 
suppose;  at  any  rate,  in  the  cases  of  cancer  of  the  male  breast 
1  have  seen,  there  has  always  been  a  sufficient  exciting  cause, 
in  the  shape  of  local  irritation,  comparable  to  that  which  might 
be  produced  by  corsets. 

With  a  fair  amount  of  attention  to  the  more  obvious  laws  of 
health,  no  one  should  be  conscious  that  he  has  got  sucli  an  organ ; 
but,  curiou-sly  enough,  whether  rightly  or  wrongly  I  do  not  say, 
it  seems  to  be  looked  upon  as  the  prime  cause  of  half  the  diseases 
that  afflict  human  male  flesh — in  short,  it  stands  in  the  same 
relation  to  diseases  of  the  male  sex,  that  "  utero-gestation,"  or 
more  correctly,  constipation,  seems  to  stand  in  relation  to  female 
diseases.  There  can  be  but  little  doubt,  I  think,  that  in  most  cases' 
it  is  more  sinned  against  than  sinning. 

In  cases  of  disordered  liver,  pain  is  often  felt  in  the  right 
clavicle  and  tip  of  the  shoulder;  the  exact  cause  is  doubtful.  It 
may  either  be  due  to  conduction  along  the  phrenic  to  the  third  and 
fourth  cervical  nerves,  and  then  along  the  acromial  brandies  to  the 
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shoulder  tip,  or  else  to  irritation  of  the  vagus,  transmitted  along 
the  spinal  accessory,  which  communicates  with  the  cervical  nerves 
in  the  posterior  triangle.  Similar  referred  pains  are  also  noticed 
in  disorders  of  the  stomach;  thus  in  dyspepsia  we  find  paui  under 
the  left  scapula  and  in  the  loins  and  limbs,  and  in  gastric  ulcer 
pain  is  felt  over  the  lower  dorsal  vertebrae,  as  well  as  locally. 

THE  GALL  BLADDER. 

The  Gall  Bladder  lies  in  a  depression  on  the  under  surface  of 
tlie  liver;  its  fundus  is  directed  toM'ards  the  abdominal  wall,  being 
directed  downwards  and  forwards  and  to  the  right,  and  projects 
slightly  beyond  the  anterior  edge  of  the  liver.  It  is  about  four 
inches  in  length,  one  inch  in  breadth  at  its  widest  part,  and  holds 
from  eight  to  ten  drachms.  It  is  situated  behind  the  ninth  costal 
cartilage  (opposite  the  tip  of  the  tenth  costal  cartilage — Quain), 
close  to  the  right  linea  semilunaris  (see  Fig.  176,  rj).  It  rests 
below,  on  the  commencement  of  the  transverse  colon,  and  further 
back  is  in  contact  with  the  duodenum,  and  sometimes  with  the 
pyloric  end  of  the  stomach.  In  cases  where  the  common  bile 
duct  is  obstructed,  as  by  gall  stones,  the  gall  bladder  is  distended 
with  bile,  often  forming  a  large  tumour.  The  swelling  moves  ^ 
with  respiration,  since  it  is  attached  to  the  liver,  and  may  be  seen 
moving  under  the  abdominal  parietes  as  the  patient  breathes ; 
furtlior,  it  is  egg-shaped,  with  the  large  end  forwards.  The  patient 
may  or  may  not  be  jaundiced.  It  will  often  be  difficult  to  be 
(|uite  sure  what  is  the  cause  of  tlie  obstruction  before  actually 
cutting  down  upon  it — whether  from  gall  stones,  catarrh  of  the 
duct  or  duodenum,  or  tumours,  simple  and  malignant,  pressing  on 
the  duct  from  without. 

Cholecystotomy. — To  relieve  this  condition  the  gall  bladder 
has  been  opened  by  Lawson  Tait  and  others,  and  the  obstruction 
removed.  This  operation  is  knowai  as  "cholecystotomy."  Tlie 
incision  is  made  over  the.  most  prominent  part  of  the  tumour 
parallel  with  the  linea  alba,  in  the  linea  alba,  in  the  linea  semi- 
lunaris, or,  perhaps  best  of  all,  obliquely,  parallel  with  the  costal 
margin.  The  operation  may  be  done  in  one  or  two  stages,  as  hi 
ga,=?trostomy.  Care  must  be  talcen,  in  dislodging  the  stones,  lest 
perforation  take  place. 
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RESUME  of  tlie  chief  steps  of  this  operation : — 

1.  Make  an  oblique  incision  over  the  most  prominent  part 

of  the  tumour,  ijarallel  with,  and  a  Httle  below,  the 
costal  margin. 

2.  Dissect  carefiilly  through  the  abdominal  waU  till  the 

peritoneum  is  exposed,  and  then  carefully  arrest  all 
bleeding  vessels.    After  this — 

3.  Open  the  peritoneum  and  expose  the  fundus  of  the  gall 

bladder,  introduce  a  finger  along  the  bladder  and  its 
duct,  to  make  sure  of  the  diagnosis. 

4.  Grasp  the  bladder  by  forceps,  and  puU  it  well  into  the 

wound ;  so  arrange  that  the  contents  will  flow  out 
of,  and  not  into,  the  peritoneal  cavity,  and  then  tap 
to  draw  off  the  collected  fluid. 

5.  Holding  the  bladder  still  well  i;p  in  the  wound,  by 

means  of  a  large  curved  needle,  insert  four  or  six 
carbohsed  silk  stitcheg,  at  a  little  distance  from  the 
edge  of  the  incision,  into  the  wall  of  the  gall  bladder, 
but,  if  possible,  not  entering  its  cavity,  so  as  to  avoid 
leakage  along  the  stitches.  This  outer  row  of  sutures 
is  to  seciu'e  a  broad  attachment  of  the  peritoneal  sur- 
faces round  the  edges  of  the  wound.  After  this  the 
incision  in  the  abdominal  wall  may  be  narroAved  down 
as  far  as  necessary. 

G.  Open  the  gall  bladder  by  scissors  in  the  middle  of  the 
exposed  portion,  and  stitch  the  edges  of  the  opening 
thus  made  to  the  slcin  margin  of  the  abdominal  wound 
by  a  close  row  of  radiating  stitches;  these  stitches 
protect  the  external  wound. 

7.  Put  in  a  finger  arid  gently  clear  out  the  stones  as  far 
as  possible;  in  cases  where  they  are  impacted  near  the 
cystic  duct,  ratlier  leave  alone  tlian  use  force,  lest  you 
cause  perforation. 

■H.  Drain  if  necessary,  dust  M-itli  fine  boracic  powder,  :iiul 
dress  in  the  usual  maiinei'. 
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The  gall  bladder  may  be  entirely  removed,  after  closing  the 
cystic  duct,  by  ligature,  close  to  its  entry  into  the  common  duct. 
This  operation  is  called  Cholecystectomy,  and  has  been  performed 
by  Knowsley  Thornton. 

In  cases  of  complete  obliteration  of  the  common  bile  duct,  the 
gall  bladder  may  be  stitched  to  the  jejunum,  and,  after  adhesions 
have  formed,  an  ojiening  may  be  made  from  the  gall  bladder  into 
the  gut.    This  operation  is  known  as  Cholecystenterostomy. 

Gall  stones. — The  chief  ingredients  of  gall  stones  are  cholestenne 
and  inspissated  mucus;  other  matters  present  are  colouring  matter 
( choloelirome ),  phosphate  and  carbonate  of  lime  and  magnesia, 
biliary  and  fatty  acids.  They  are  distinguished  from  urinary 
calcvili — (1)  By  being  much  lighter,  when  dry,  they  float  in  water; 
"though  when  first  taken  out  they  are  slightly  heavier  than  water, 
and  just  sink.  (2)  They  have  a  greasy  or  fatty  feel.  (3)  The 
colour  differs  from  the  usual  urinary  calculi.  (4)  Their  shape 
is  more  markedly  facetted  and  triangular  than  urinary  calculi. 
(5)  Glistening  fracture. 
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CHAPTER  XXXVIII. 
THE   ABDOMEN  —  (Continued ). 
THE  SPLEEN. 

Tjii-;  spleen  lies  for  back  in  the  left  hypochondrium  behind  tlic 
stoiuacli.    Its  average  size,  in  the  cadult,  is  cibout  five  inches  in 
lengtli,  three  or  four  inches  in  breadth,  and  an  inch  or  an  inch 
and  a  half  in  thickness.    It  weighs  about  scA^en  ounces.    It  is  not 
placed  vertically,  as  is  often  described,  but  lies  very  obliquely; 
"it  IS  oblique  in  two  directions — viz.,  from  above  dowuAvards 
and  outwards,  and  also  from  above  downwards  and  forwards" 
(Cuxxu\aHAJ[).     It  lies  parallel  with,  and  follows  the  obliquity 
of,  the  ninth,  tenth,  and  eleventh  ribs;  its  "upper"  extremity 
tliereforc  points  towards,  and  is  not  very  far  removed  from,  the 
spinal  column.     The  upper  end  is  attached  to  the  diaphragm 
by  the  phrcnico- splenic  ligament;  by  this  means,  therefore,  the 
organ  partakes  of  the  respiratory  movements  of  that  muscle- 
sinking  during  inspiration  and  rising  during  expiration.  This 
is  one  valuable  aid  in  the  diagnosis  of  splenic  tumours.  Its 
lower  end  rests  on  the  phrcnico -colic  {casta  -  colic)  ligament, 
wliicli,  coupled  with  the  natural  obliquity  of  the  organ,  guides  an 
cidarged  spleen  in  a  direction  downwards  and  forwards  toM^-vrds 
the  umbilicus.    The  outer  surface  rests  against  the  diaphragm, 
winch  lies  between  it  and  the  ribs  before  mentioned;  between 
this  surface,  therefore,  and  the  .skin,  we  find  the  peritoneum, 
•  hapliragni,  pleura  covering  the  upper  surface  of  the  diaphragm, 
a  wedge-shaped  mass  of  lung  tissue  encased  by  pleura,  the 
pleural  "cavity,"  the  ninth,  tenth,  and  eleventh  ribs  covered  witli 
pleura  on  their  inner  surfoces,  and,  lastly,  the  soft  parts  of  the 
cl.cst  wall.    It  will  be  evident,  tliereforc,,  that  the  sj.leen  eamiut 
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he  excised  from  its  external  aspect.    The  inner  surface  is  concave, 
and  is  connected  witli  the  stomach  hy  the  gastro-spleuic  omentum 
—the  structure  Avhich  causes  the  most  anxiety  during  excision  of 
the  organ,  as  it  contains  the  large  arteries  and  veins— the  splenic 
and  the  vasa  hrevia.   The  anterior  l)order  is  usually  notched;  this 
fact  is  useful  in  diagnosing  enlargements  of  the  spleen  from  other 
tumours.    The  lower  or  outer  end  of  the  spleen,  in  health,  usually 
reaches  midway  between  the  posterior  and  mid-axiUary  lines,  over  ^ 
the  ribs  already  named.    At  this  point  it  most  nearly  reaches  the 
surface,  and  a  small  portion  may  be  made  out  by  percussion ;  as 
it  passes  upwards  and  backwards,  however,  from  this  point  it  is 
separated,  as  already  mentioned,  from  the  surface  by  the  left  lung 
and  the  thick  layer  of  muscles  of  the  back,  and  is  beyond  the 
reach  of  percussion.     The  splenic  dullness  is  more  evident  when 
the  patient  lies  on  his  right  side,  for  then  the  spleen  gravitates 
forwards ;  the  normal  spleen  is  best  percussed  when  the  patient 
is  standing  with  the  left  arm  removed  from  the  side.    In  conse- 
quence, however,  of  the  near  presence  of  the  stomach  and  the 
splenic  ilexure  of  the  colon,  it  is  necessary  to  percuss  very  hghtly, 
in  order  to  obtain  its  true  position.    The  splenic  plexus  of  the 
sympathetic  is  formed  by  branches  from .  the  right  semilunai 
<ran<-dion  and  from  the  right  pneumogastric  nerve. 

Occasionally,  a  communication  is  formed  between  the  splenic 
artery  and  vein,  giving  rise  to  aneurismal  varix.  The  recorded 
symptoms  are  obscure— profuse  hfematemesis,  very  tender  abdomen, 
diarrhoea,  M  over  the  region  of  the  spleen,  resembling  a  «  venous 
hum,"  bleeding?  from  the  bowels,  and  ascites. 

Splenic  Tumours  and  Enlargements  are  to  be  distinguished 
bv  the  following  points -(1)  They  move  with  the  diaphragm 
during  inspiration  and  expii-ation;  (2)  the  position  shifts  by  turning 
the  patient  over  to  the  right  side,  when  it  gravitates  forwards ; 
(3)  the  mode  of  origin  and  course-thcy  begin  above  m  tlie  leit 
hypochondrium,  and  grow  downwards  and  forwards  towards  tlve 
umbilicus,  curving  round  in  front  of  the  fundus  of  the  stomacli 
and  colon,  and  therefore  have  no  bowel  in  front,  as  is  the  case 
.vith  renal  tumours;  (4)  the  dullness  is  continuous  with  that  of 
the  normal  splenic  dullness  ;  (5)  they  are  usually  painless ;  (6)  the 
tumour  has  a  nokU  in  the  anterior  border,  which  is  also  sharp 
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auil  well  ilofincd;  (7)  by  passing  one  hand  into  the  ilio-costal 
space,  outside  the  mass  of  the  erector  spin£B,  while  the  other  rests 
Hat  on  the  front  of  the  abdominal  wall,  it  may  be  possible  to  tilt 
up  the  tumour  against  the  hand ;  (8)  there  is  a  line  of  resonance 
between  the  tumour  and  the  vertebral  spines,  and  the  fingers  can 
be  reacUly  dipped  between  the  tumour  and  the  spinal  groove ;  and 
(U)  its  angle  with  the  costal  margin  is  greater  than  a  right  angle. 

Causes  of  Splenic  Enlargement.— It  is  enlarged  trandentJy 
after  every  meal;  more  or  less  permanently  in  leucocythiemia, 
adenia  or  Hodgkin's  disease,  waxy  disease,  recent  syphilis,  and 
in  rickets,  intermittent  and  remittent  fever,  typhus,  typhoid,  and 
scarlet  fever,  and  in  congestion,  from  over-fiUing  of  the  portal 
system  of  veins,  as  from  valvular  disease  of  the  heart  and  cirrhosis 
of  the  liver.  The  fibrous  capsule  of  the  spleen  contains  much 
non-striped  inixscular  fibre,  and  therefore  alters  its  shape  easily. 
Rupture  of  the  spleen  is  always  a  very  serious  accident,  fi-oni  the 
great  lucmorrhage,  and  especially  so  in  cases  of  enlarged  spleen 
as  found  in  India.  The  free  luemorrhage  is  not  to  be  wondered  at 
M'hen  one  remembers  the  large  size  of  the  splenic  artery,  and  the 
absence  of  a  proper  system  of  capillaries. 

Excision  Of  the  Spleen.-This  operation  has  been  performed 
for-(l)  AAounds  or  injuries  of  the  spleen,  (2)  floating  spleen, 
(3)  simple  Jiypertrophy,  and  (4)  malarial  spleen.    It  must  nut  b.< 
performed  for  the  enlarged  spleen  of  leucocythiemia;  in  sixteen 
«i.ses  wlierc  it  .vas  performed  for  this  condition,  evenj  patient  died 
As  regards  the  incision,  it  may  be  either  made  from  the  ei-hth 
costal  cartilage  along  the  left  linea  semilunaris  to  the  reqiiired 
extent  (see  Fig.  17G,  li),  or  in  the  linea  alba,  with  its  centre 
opposite  the  umbilicus.     The  details  of  the  operation  closely 
resemble  those  of  ovariotomy -the  spleen  being  isolated  from  its 
sm^undings,  and  its  pedicle  clamped  and  finally  secured  bv 
ligature;  as  already  pointed  out,  the  management  of  the  -a.stro- 
splemc  omentum,  attached  to  the  sides  of  the  hilus,  and  containinc. 
the  arge  vessels  forms  the  most  difficult  part  of  the  operation! 
All  traction  on  the  pedicle  must  be  avoided,  lest  the  splenic  vein 
be  rupturcl;  the  best  residts  have  been  obtained  in  those  cases 
where  there  has  been  naturally  a  long  gastro -splenic  omentum. 
In  l.Ifng  out  tlic  organ,  take  care  and  not  rupture  its  capsule 
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Somo  trouble  is  also  occasionally  caused  by  adhesions  betwecji  tlic 
spleen  and  the  pancreas  or  even  with  the  left  kidney.  The  special 
dangers  of  the  operation  are  (1)  hemorrhage  from  the  omental 
vessels,  (2)  injury  to  the  pancreas,  and  (3)  hijury  to  the  dense 
plexus  of  sympathetic  nerves  in  this  region,  in  relation  to  the  left 
supra-renal  capsule  :  it  is  probably  from  this  cause  that  persistent 
vomiting  sometimes  foUoAvs  the  operation. 

THE  KIDNEYS. 

The  Kidneys  arc  situated  in  the  right  and  left  lumbar  regions, 
opposite  three  and  a  half  vortebrro— from  the  last  dorsal  vertebra 
to  the  middle  of  the  third  lumbar  vertebra ;  the  hilus  of  the 
kidney  is  opposite  the  first  lumbar  vertebra,  and  about  two  inclies 
from  the  middle  line.    They  lie  entirely  helwvl  the  peritoneum, 
embedded  in  loose   areolar   tissue,  and   arc   placed  somewhat 
obli-iuely,  the  upper  ends  of  the  kidneys  inclining  towards  the 
vertebra-     This  oblique  position  is  important,  as  in  cases  where 
the  spine  is  bent  much  forwards,  the  kidney  for  this  reason  fits 
into  the  bend  better,  and  with  less  chance  of  bemg  crushed  up. 
The  size  of  each  kidney  is  about  four  inches  in  length,  two  m 
breadth,  and  one  in  thickness-the  left  is  somewhat  larger,  though 
thinner,  than  the  right.    The  weight  of  the  kidney  in  the  adu 
male  varies  from  four  and  a  half  to  six  ounces;  in  the  adult 
female,  from  four  to  five  and  a  half  ounces,  the  left  being  nearly 
always  heavier  than  the  right  by  about  two  drachms.  _ 

Relations  —Each  kidney  rests  on  the  corresponding  crus  ol 
the  diapla-agm,  quadratus  lumborum,  and  psoas;  or,  rather,  on 
the  fascia  covering  these  muscles.  In  front  is  the  colon ;  a^  the 
upper  end  is  the  supra-renal  capsule ;  the  lower  end  is  about  two 
inches  above  the  crest  of  the  ilium.  The  above  relations  are 
common  to  the  two  kidneys  ;  but  there  arc  certain  special  relations 
-in  front  of  the  right  kidney  is  the  second  part  of  the  duodenum  ; 
iu  front  of  the  left,  the  pancreas;  at  the  upper  end  of  Hio  "S"' 
kidney  is  the  right  lobe  of  the  liver;  at  the  upper  end  of  the 
left,  the  spleen.  The  right  kidney  is  a  little  lower  ban  tlie  lef  , 
probably  because  the  liver  presses  it  clown  somewhat  ;  he 
kidney  reaches  to  the  upper  border  of  the  eleventh  rib,  but  the 
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right  only  reaches  to  the  middle  of  the  corresponding  rib  on  the 
opposite  side ;  the  left  Iddney  is  also  longer  and  narrower  than 
tlie  right. 

Tlio  ureters  arise  at  the  hilus  of  the  kidney,  from  the  dilated 
pelvis,  and  also  pass  down  beliind  the  peritoneum.    Each  ureter 
is  about  fifteen  inches  in  length,  and  is  about  the  size  of  a 
goose  quill.     At  the  upper  part  they  rest  on  the  psoas  muscle, 
the  genito-crural  nerve,  the  common  iliac  vessels  on  the  left  side, 
but  the  external  iliac  vessels  on  the  riffht,  and  then  enter  the 
posterior  false  ligaments  of  the  bladder,  pass  across  the  recto- 
vesical pouch  of  peritoneum,  and  run  forwards  by  the  side  and 
base  of  the  bladder,  below  the  level  of  the  obliterated  hypogastric 
arteries,  and  enter  the  bladder  waU  about  two  inches  distant  from 
each  other.     Tliey  traverse  tlie  bladder  wall  very  obliquely  for 
about  three-quarters  of  an  inch,  and  then  open  internally  about 
an  inch  distant  from  each  other  and  fully  one  inch  behind  the 
urethra,  so  that  the  three  openings  almost  form  an  equilateral 
triangle.    Tliis  oblique  perforation  of  the  bladder  does  away  with 
any  necessity  for  a  valve  to  guard  the  orifice,  just  as  is  the  case 
with  the  bile  duct.    In  cases  of  the  so-called  "  double  ureter," 
tlie  extra  ureter  opens  into  the  uterus  masculinus,  being,  in  fact, 
a  persistent  Muller's  duct.     Both  ureters  are  crossed  by  the 
spermatic  vessels,  and  tlie  right  ureter  lies  a  little  external  to 
the  inferior  vena  cava,  wliile  the  left  is  a  short  distance  from 
the  aorta. 

The  Relation  of  the  Kidneys  to  the  Surface  of  the  Body 
-Anteriorly  (sec  Pig.  175). -According  to  Mr  Mourns,  their 
position  may  be  defined  thus-(l)  A  horizontal  line  throuah  the 
umbilicus  is  below  the  lower  edge  of  each  kidney,  but  the  left  is 
a  little  higher  up  than  the  right ;  and  (2)  a  vertical  line  carried 
up  from  the  middle  of  Poupart's  ligament,  parallel  with  the 
middle  hue  of  the  body,  has  one-third  of  the  kidney  to  its  outer 
side,  and  two-thirds  to  its  inner  side.  Posteriorly  (see  Fi^r  179)  _ 
(1)  A  hue  parallel  with,  and  one  inch  from,  the  spinous%roce.sses 
ol  the  vertebne,  exten.ling  from  the  lower  edge  of  the  eleventh 
dorsal  spine  to  the  con-esponding  part  of  the  third  lumbar 
vertebra ;  an.l  (2)  a  line  parallel  with  the  first,  and  of  the  same 
length,  but  two  inches  an.l  three-quarters  to  its  outer  side  will 
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mark  the  outer  border  of  the  kidney.  By  joining  the  upper  and 
lower  ends  of  these  lines,  a  little  hox  is  marked  out  Avhich  cori'e- 
sponds  to  the  position  of  the  kidney. 

In  carrying  the  dissection  through  this  box  tlie  following 
structures  are  found  covering  the  kidney— (1)  Skin,  with  the 
cutaneous  branches  of  the  lower  dorsal  and  lumbar  nerves,  and 
cutaneous  twigs  of  the  intercostal  and  lumbar  arteries ;  (2)  deep 
fascia;  (3)  aponeurosis,  and  part  of  the  juuscular  fibres  of  the 
latissimus  dorsi ;  (4)  serratus  posticus  inferior ;  (5)  posterior  layer 
of  the  aponeurosis  of  tlie  transversalis ;  (6)  the  internal  oblique— 
the  external  obli(iue  muscle  is  also  seen,  as  well  as  the  last  rib, 
and  the  lowest  external  intercostal  muscle ;  (7)  the  erector  spinm 
muscle ;  and  (^)  then  the  middle  layer  of  the  aponeurosis  of  the 
transversalis  muscle.    The  quadratus  lumborum  muscle  is  now  ex- 
l)0sed,  and  resting  on  its  anterior  surface  are  the  anterior  branches 
of  the  four  lumbar  arteries.    (9)  The  quadratus  and  vessels  are  now 
removed,  and  after  tliat  (10)  the  anterior  layer  of  the  aponeurosis 
of  the  transversalis.    (11)  A  .luantity  of  loose  adipose  tissue  is 
next  to  be  removed,  when  the  posterior  surface  of  the  kidney  is 
exposed.    Crossing  the  posterior  surface  of  the  kidney  from  above^ 
downward,  we  find  («)  the  anterior  branches  of  the  last  dorsal  vessels  ^ 
and  nerve,  {b)  the  ilio-hypogastric  nerve,  and  (c)  the  ilio-ingumal 
nerve     To  the  inner  side  of  the  kidney  is  the  psoas. 

Tumours  of  the  Kidney  (1)  usually  first  show  themselves  a 
little  above  and  external  to  the  umbUicus,  filling  up  the  hollow 
in  tlie  loin,  and,  further,  it  is  usually  fixed  in  the  loin;  (2)  the 
resonant  large  intestine  passes  in  front  of  the  tumour;  (3)  they  do 
not  partake  of  the  respiratory  movements,  as  they  are  not  attached 
to  the  diaphragm,  although  they  may  adhere  to  the  liver  and 
spleen,  and  wlien  this  is  the  case  they  will  move  more  or  less  witU 
the  diaphragm;  (4)  there  is  no  resonant  line  between  the  tumour 
and  the  spine;  (5)  it  has  no  sharp-notched  edge  like  the  spleen, 
but  is  rounded  on  eoery  side;  (G)  there  is  a  pecuhar  faintuig  or 
sickeniu"  sensation  when  the  tumour  is  handled;  (7)  it  may  some- 
times cause  varicocele;  and  (8)  its  angle  witli  the  costal  margni 
is  less  than  a  right  angle.    In  examining  the  kidney  one  hand  is 
placed  in  the  flank,  with  the  fingers  outside  the  mass  of  the  erector 
spinie,  the  other  in  front,  outside  the  rectus  abdominis. 
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Rupture  of  the  Kidney  is  not  necessarily  so  serioiis  as  rupture 
of  the  liver  and  spleen,  and  is  often  recovered  from ;  the  bleeding 
need  not  be  great;  and,  further,  it  lies  behind  the  peritoneum. 
Hydronephrosis  is  apt  to  follow  should  the  pelvis  be  involved, 
as  blood  clots  plug  the  ureter,  and  may  subsequently  undergo 
organisation  and  block  up  the  orifice. 

The  kidney  is  apt  to  be  displaced  in  the  game  of  lawn  tennis 
during  the  period  of  menstruation,  especially  if,  at  the  same  time, 
tight -lacing  be  indulged  in;  during  menstruation  the  kidney  is 
enlarged  and  heavier  than  at  other  times. 

Primary  Malignant  Disease  (sarcoma)  of  the  kidney  is  very 
apt  to  occur  in  children.  It  may  reach  an  enormous  size,  filling 
up  the  entire  abdomen,  and  obliterating  the  inferior  vena  cava; 
hence,  the  Avhole  of  the  blood  from  the  lower  extremities  and 
abdomen  must  be  conveyed  through  the  superficial  veins  of  the 
abdominal  wall,  and  reach  the  superior  vena  cava  through  the 
internal  mammary  and  intercostal  veins.  Fortunately,  the  pain 
caused  by  these  gTowths  is  often  very  slight;  there  may  be  blood 
in  the  urine. 

The  relation  between  the  right  kidney  and  the  duodenum  should 
be  specially  noted,  as  many  diseased  conditions  of  this  part  of  the 
gut  may  simulate  kidney  disease,  as  calculous  pyelitis  and  the 
pain  accompanying  that  condition,  or  attacks  of  renal  colic.  '  But 
in  duodenal  disease  the  pain,  vomiting,  etc.,  has  a  close  relation 
to  food,  being  most  severe  about  three  hours  after  food,  as  about 
that  time  the  contents  of  the  stomach  pass  into  the  duodenum; 
in  lUcer  and  inflammation  of  the  duodenum  there  is  usually  also 
a  rapid  loss  of  flesh.    Further,  note  the  relation  of  the  kidney  to 
the  colon:  in  tubercular  disease  of  the  kidney  the  abscesses  may 
open  into  the  colon,  or  point  in  the  loin.    The  left  kidney  may  be 
reached  by  the  finger,  when  the  hand  is  introduced  into  the  rectum  • 
this  fact  has  also  been  taken  advantage  of  for  the  purpose  of 
securing  the  kidneys  after  death  without  any  visible  mutilation 
Another  point  of  importance  is  that  the  transverse  processes  of 
tlie  lumbar  vertebrae  jut  out  some  little  distance  over  the  posterior 
surface  of  the  kidney-probably  about  half-an-inch-an<l  hence  in 
puncturing  the  kidney  with  a  needle  from  the  surface  to  ascertain 
the  presence  of  a  calculus,  without  making  a  diagnostic  incision 
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down  to  tlie  kidney,  the  needle  may  strike  a  transverse  process 
and  lead  to  a  mistaken  diagnosis. 

Hydronephrosis. — Tins  is  a  chronic  affection,  and  may  occur 
at  any  period  of  life,  and  may  even  be  congenital,  causing  obstruc- 
tion during  the  second  stage  of  labour;  this  seems  to  show  that 
the  kidneys  secrete  actively  for  some  time  before  birth.  It  is  a 
mechanical  dilatation  of  the  pelvis  of  the  kidney,  with  atrophy, 
first  of  the  malpigbian  pyramids,  and  finally  of  the  whole  interior 
of  the  organ,  forming  a  large,  often  lobulated,  smooth-walled  cyst 
with  a  few  ill-developed  septa  in  its  interior. 

Causes.— It  is  caused  by  obstruction  anywhere  between  the 
npper  end  of  the  ureter  and  the  meatus  urinarius.     If  single  it 
niust  be  from  obstruction  somewhere  in  the  ureter  of  that  side,  as 
an  impacted  calculus,  stricture  from  ulceration  and  inflammation  of 
the  ureter  itself,  or  of  the  pelvis  of  the  kidney,  tumours  of  the 
pelvis  of  the  kidney,  as  papilloma  or  sarcoma,  tumours  of  bladder 
obstructi)ig  one  ureter,  compression  by  a  tumour  external  to  the 
ureter,  unilateral  pelvic  cellulitis,  especially  in  women,  tumours 
and  cysts  of  the  ovary,  or  broad  ligament,  on  one  side,  injury  to, 
^nd  ^liteiuent  organisation  of  a  blood  clot  in,  the  ureter.    In  bad^ 
ca#  «f  single  hydronephrosis  the  obstruction  is  usually  either  at  ' 
tlie  upper  or  lower  end  of  tbe  ureter.    Double  Hydronephrosis— 
Avhere  the  obstruction  is  in,  or  in  front  of,  the  bladder,  as  stricture 
of  the  urethra,  enlarged  prostate,  paralysis  of  the  bladder  following 
spinal  injuries,  widespread  villous  or  other  tumour  of  the  bladder. 
Hydronephrosis  is  almost  twice  as  frequent  in  females  as  in  males, 
probably  due  to  the  frequency  of  pelvic  ceUulitis  (utero-sacral)  and 
cancer  of  the  neck  of  the  uterus,  as  the  ureter  in  the  female  passes 
along  the  sides  of  the  cervix  uteri  and  upper  part  of  the  vagina. 
Congenital  Hydronephrosis  is  usually  due  to  twists  of  the  lu-eter, 
arteries  or  bauds  passing  in  front  of  the  ureter  and  compressing  it, 
an  abnormally  narrow  opening  into  the  bladder,  or  a  very  narrow 
opening  in  the  point  of  the  penis.     This  condition  is  often 
associated  with  other  deformities,  as  club-foot,  hydrocephalus, 
and  spina  bifida. 

From  tWs  relation  of  the  ureter  to  the  upper  part  of  tbe  vagina 
it  occasionally  happens  that  a  uretero  -  vaginal  fistula  forms 
from  accidents  during  parturition,  pelvic  cellulitis,  abscess,  and 
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ulcerations.  In  this  condition  the  water  from  one  ureter  comes 
away  constantlj^,  while  the  water  from  the  other  one  collects  in 
the  bladder,  which  the  woman  herself  can  empty  from  time  to  time. 
Tliis  constant  dribbling  of  urine,  together  with  the  occasional 
emptying  of  the  bladder  as  in  health,  distinguishes  uretero-vaginal 
from  vesico-vaginal  fistula,  where  the  water  all  comes  away  in  a 
continuous  dribble  when  the  patient  is  in  the  erect  posture.  A 
constant  dribbling  of  urine  is  also  a  very  early  sign  of  retroflexion 
of  the  gravid  uterus;  tliis  dribbling,  however,  is  the  overflow  of  an 
over-distended  bladder,  resembling  the  condition  met  with  in  the 
opposite  sex  from  enlarged  prostate,  being  really  due  to  retention. 

Pyelitis  is  an  acute  or  chronic  inflammation  of  the  mucous 
membrane  of  the  pelvis  of  the  kidney.  It  is  usually  caused  by 
calculi,  or  tubercle,  either  primary,  or  spreading  from  some  other 
part  of  the  genito-urinary  tract,  l^ote  how  the  pain  radiates  in 
renal  aff-ectious— along  the  line  of  the  ureters  to  the  bladder  or 
testicle,  causing  retraction  of  that  organ;  it  may  also  shoot  down 
the  thigh:  there  is  also  local  pain  in  the  lumbar  region 

In  Abscess  round  the  Kidney,  the  thigh  of  that  side  is  flexed 
to  prevent  the  psoas  pressing  upon  the  inflamed  tissue;  hence  the 
patient  is  lame,  and  often  walks  with  the  body  bent  forwards  and 
leanmg  to  one  side,  and  also  sits  on  one  tuber  ischii,  and  is  unable 
to  extend  the  thigh.  The  knee  joint  is  often  complained  ot;  and 
1  IS  then  apt  to  be  mistaken  for  morbus  cox*;  but  when  the 
tlugh  IS  flexed  the  pain  is  less,  and  tlie  joint  can  be  moved  freely 
in  all  directions.  Perinephritic  abscesses  are  very  apt  to  involve 
the  pleura  and  lung,  causing  empyema,  pneumonia,  and  abscess 

: 'Zir:b"  '-'-^         ^— ^ 

Pyonephrosis. -This  differs  from  hydronephrosis  in  that  the 
fluid  distending  the  pelvis  is  not  water  but  pus:  it  is  hvdro- 
neplirosis,  ph/s  pyelitis.  ^ 

•'Surgical  Kidney." -This  may  be  defined  as  suppurative 
nephn  ,s,  pyelitis,  or  both  together,  forming  .,j,.nralfl  ,„elo- 
-7'/'>;/'.S  and  IS  usually  secondary  to  obstruction  to  the  outflow 
o  -ne  to  reflex  irritation,  or  to  decomposition  of  the  urine  in 
1  c  bladder,  the  micro  organisms  then  spreading  up  to  the  kidney. 
It      the  worst  form  of  "  urinary  r.-ver."    It  is  tlie  constant  ri.sk 
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of  "  catheter  life,"  where  the  prostate  is  enlarged,  and  there  is  a 
constant  partial  retention,  or  "  residual  urine it  is  probably  in 
many  cases  begun  by  the  use  of  an  imperfectly -purified  catheter. 
The  residual  urine  is  thus  infected,  the  organisms  thrive  there,  and 
then  spread  to  the  kidney ;  this  is  the  beginning  of  the  end,  the 
signing  of  the  patient's  death-warrant.  Tlie  moral  of  this  is  evident 
-^aJwaijs  purifii  catheters  very  thorougldy  before  drmoing  off  the 
urine  from  a  patient  with  obstruetim  in  any  part  of  the  urethra, 
hut  espenally  in  old  men  with  enlarrjed  prodates. 

It  is  one  of  tlie  great  risks,  too,  in  cases  where  the  spinal  cord 
is  destroyed  above  the  lumbar  enlargement,  as  by  crushes,  myelitis, 
etc.;  the  risk  is  during  the  first  fortnight,  when  there  is  usually 
retention,  and  the  urine  has  to  be  drawn  off;  after  this  period 
there  is  incontinence. 

Supra-Renal  Capsules.— The  supra-renal  capsules  are  situated 
behind  the  peritoneum,  just  in  front  of  the  upper  part  of  each 
kidney.    Relations.— Tlie  anterior  surface  is  in  relation,  on  the 
right  side,  with  the  inner  surface  of  the  liver;  and  on  the  left  with 
tl^c  pancreas  and  spleen.    The  posterior  surface  rests  upon  the 
corresponding  crus  of  tlie  diaphragm,  opposite  the  tenth  dorsal 
vertebra:  the  lower  border  rests  upon  the  upper  end  of  the  kidney: 
tlie  inner  border  is  in  relation  with  the  great  splanchnic  nerves 
and  semilunar  ganglia,  touching  the  inferior  vena  cava  on  the  right 
side  and  the  aorta  on  the  left.    The  Nerves  are  derived  from  the 
solar  and  renal  plexuses,  and  from  the  phrenic  and  pneumogastric 
nerves;  the  branches  of  the  plexus  are  very  large,  and  have 
numerous  ganglia  developed  on  them.    The  function  of  these 
bodies  is  ill-understood— or  rather,  not  understood  at  aU.  They 
are  supposed  to  have  some  connection  with  Addison's  disease,  as 
in  about  half  the  cases  the  capsules  are  tubercular,  with  caseated 
masses  in  their  interior;  this  disease  is  accompanied  by  a- bronzed 
tint  of  the  skin,  especially  on  the  exposed  parts,  or  parts  naturall)' 
pigmented,  vomiting,  progressive  emaciation,  extreme  debility,  and 
profound  anaemia.    The  symptoms  are  probably  due  to  imphcation 
of  the  solar  plexus.     Sarcoma  of  the  supra-renal  capsules  may 
.simulate  ADmsox's  disease.    Their  usual  size  is  from  one  to  two 
inches  in  length,  rather  less  in  width,  and  from  two  to  three  lin.  s 
in  thickness.    Their  weight,  from  one  to  two  drachms. 
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OPERATIONS  PERFORMED  ON  THE  KIDNEY. 

Diagnostic  incisions— A  diagnostic  incision  is  one  that  is  used, 
in  eases  of  doubt,  to  clear  up  the  diagnosis,  and  also,  if  necessary, 
for  treatment  as  well.  Various  forms  are  used  —  (1)  Professor 
Chiene  always  uses  a  vertical  incision,  as  for  colotomy,  only  well 
up  into  the  angle  between  the  last  rib  and  the  erector  spinre;  by 
tliis  incision  the  anatomical  guides  are  more  definite — first  the  edge 
of  the  erector  spina?,  and  then  the  edge  of  the  quadratus  lumboruni. 
Sliould  tlie  kidney  require  removal,  the  space  may  be  increased  by 
a  more  or  less  transverse  cut  at  the  upper  end  of  the  vertical 
incision.  (2)  Another  way  is  to  make  the  oblique  cut  first,  and 
tlien,  if  necessary,  add  tlie  vertical.  An  incision  is  made  from 
below  the  free  end  of  the  last  rib  backwards  to  the  edge  of  tlie 
erector  spinfe;  the  posterior  end  of  this  incision  must  be  at  least 
tliree  -  quarters  of  an  inch  below  the  rib,  lest  the  pleura  be 
wounded.  Then,  sliould  the  kidney  require  excision,  a  vertical 
incision  is  made  downwards,  along  the  outer  border  of  the 
I  juadratus  lumborum. 

Tapping  the  Kidney.— This  operation  is  performed  for  (a)  hydro- 
nephrosis, {h)  pyonephrosis,  and  {c)  large  isolated  cysts,  whether 
.^i^rous,  blo-ody,  or  from  hydatids,  when  there  is  danger  of  the  cyst 
^^'all  giving  way,  or  the  pressure  symptoms  are  serious. 

Seat  of  Puncture.-Over  a  fiuctuating  point,  if  there  is  one; 
if  not,  then  on  the  left  side,  about  an  inch  in  front  of  the  last 
intercostal  space  (see  Fig.  179,  5):  on  the  right  side,  midway 
between  the  last  rib  and  the  iliac  crest,  about  two  inches  and  a  half 
behind  the  anterior  superior  iliac  spine  (see  Fig.  179,  6).  Tlie 
puncture  is  made  in  this  position  on  the  right  side,  to'  avoid  tlie 
liver. 

Risl<s  of  the  Operation.-(a)  Effusion  of  the  contents  into  the 
peritoneal  cavity-the  peritoneum  is  usually  adherent  and  prevents 
this  accident;  (/.)  puncture  of  gut;  (c)  puncture  of  some  of  the  laroe 
abdominal  vessels;  {d)  puncture  of  the  liver;  and  (.)  puncture  of 
the  pleura,  if  too  near  the  last  rib, 

Nephrotomy.-Hy  this  is  meant  an  incision  into  the  kidney 
or  purposes  other  than  the  removal  of  a  calculus.  It  is  used  for— 
{a)  llydro-nephrosis,  when  the  cyst  refills  quickly,  after  repeate.l 
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tappings.  Ill  cases  of  this  nature,  Dr  Duncan  recommends  the 
injection  of  iodine  into  the  cyst,  after  evacuation  of  its  contents, 
before  resorting  to  nephrotomy;  the  only  disadvantage  of  this 
plan  is  the  severe  pain  to  Avhich  it  gives  rise.  (/^)  In  cases  of 
hydatid  cysts  where  it  is  impossible  to  empty  the  cyst  thoroughly; 
(c)  pyonephrosis  ;  and  (cZ)  for  calculus,  or  tubercular  abscess.  The 
incision  resembles  that  for  lumbar  colotomy,  only  being  a  little 
nearer  the  median  line  and  higher  up  (Fig.  179,  i).  The  incision 
Mr  Morris  recommends  is  slightly  oblique,  in  the  ilio-costal  space, 
beginning  over  the  outer  edge  of  the  erector  spinas  and  continued 
forwards  for  three  inches  and  a  half.  The  kidney  is  then  exposed, 
the  cyst  opened  and  the  contents  evacuated,  the  edges  stitched  to 
the  sides  of  the  incision,  and  a  drainage  tube  inserted— the  inten- 
tion being  to  make  the  wound  heal  from  the  bottom  upwards.  In 
cutting  down  upon  the  right  kidney  the  operator  may  first  reach 
the  livor :  it  forms  at  this  point  a  narrow  resisting  edge,  with  a 
sliallow  groove  between  it  and  the  kidnej\  Ur  Sysiington  first 
pointed  out  to  me  that  this  was  the  case,  especially  if  the  stomach 
Avas  at  all  distended,  and  I  was  able  to  confirm  this  observation 
when  operating  upon  the  dead  body.  Of  course,  to  actually 
expose  the  liver  the  peritoneal  cavity  must  be  opened,  an  accident  ■ 
that  must  be  carefully  avoided. 

Hephro-Lithotomy.— This  operation  was  first  performed  by 
Mr  Henry  INloiuu.s  in  the  year  1880.  It  is  an  incision  into  the 
secreting  tissue,  or  the  pelvis  of  the  kidney,  for  the  express  pur- 
pose of  removing  a  calculus.  The  cases  in  which  he  recommends 
this  operation  are,  when  the  symptoms  of  renal  calculus  are  not 
influenced  by  medicinal  treatment  and  interfere  with  the  comfort 
and  usefulness  of  the  patient's  life.  Where  there  is  almost  con- 
stant pain  in  one  loin,  passing  along  the  ureter  probably  to  the 
testicle  of  the  same  side;  where  there  are  recurring  attacks  of 
renal  colic,  with  blood,  pus,  or  albumen  in  the  urine,  probably 
with  the  passage  of  gravel  per  urethram.  An  incision  four  inches 
and  a  half  long  is  niade  parallel  with  the  last  rib,  and  three- 
.piarters  of  an  inch  belo^v  it  (Fig.  179,  When  the  kidney  is 
exposed,  then  feel  its  posterior  surface  with  the  finger  for  tlie 
presence  of  hardness  or  irregularity ;  and  if  tliis  fail  to  detect 
a  stone  then  pass  a  fine  needle  i)ito  the  secreting  substance'.  In 
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roiuoviug  a  stouc  it  is  better  to  cut  into  tlie  secreting  substance, 
as  there  is  less  risk  of  urinary  fistula  than  when  the  incision  is 
•made  into  the  pelvis.  \  drainage  tube  is  then  introduced  and 
the  wound  stitched  up,  dressings  applied,  and  a  pad  of  German 
l)eat  moss  placed  below  to  absorb  the  urine.  The  dangers  are 
hiomorrhage  from  the  divided  renal  substance,  cellulitis,  renal 
abscess,  renal  fistula,  and  lumbar  hernia.  ^Vs  regards  palliative  and 
preventive  treatment,  the  patient  should  avoid  excess  of  animal 
diet,  and  live  chiefly  on  milk,  use  alkaline  drinks  to  dissolve  the 
stone,  especially  salts  of  the  alkalies  (potassium  and  lithium)  witli 
the  organic  acids,  or  the  waters  of  Yichy  or  Eras. 

Composition  of  Renal  Calculi.— In  infancy  the  nucleus  is 
urate  of  ammonium,  recognised  by  its  fawn  colour;  in  childhood, 
other  urates;  in  the  young  adult  it  is  uric  or  oxalic  acid;  and 
after  forty  years  of  age  it  is  oxalic  acid  or  phosphates. 

Nephrorraphy.—This  operation  consists  in  cutting  down  upon 
and  exposing  the  kidney,  and  stitching  it  to  the  edges  of  the 
Avound.  It  is  employed  for  floatmg,  movable,  or  wandering  kidney, 
which  is  the  seat  of  frequent  severe  and  spasmodic  attacks  of  pain,' 
or  continuous  suflering.  An  incision  is  used  similar  to  that  for 
Jiephrotomy.  A  floating  kidney  is  one  that  has  a  meso-nephron 
and  for  this  reason  is  able  to  move  about ;  a  movable  kidney  is 
one  that  moves  about  beliind  the  peritoneum,  but  which  has  not 
a  iiicso-nephron. 

Nephrectomy  is  the  complete  removal  of  a  kidney  from  the 
living  body.  It  is  used  for  the  removal  of  a  diseased  kidney  in 
wljich  all  less  radical  measures  have  foiled ;  in  some  cases  where 
nephro-hthotomy  is  not  practicable;  in  ureteral  urinary  fistula;  in 
badly  wounded  or  nipturcd  kidney;  tumours,  .mall  and  medium 
•si::cd,  of  various  kinds;  and  sometimes  in  wandering  kidney  It 
was  first  performed  by  SnroN,  of  Heidelberg,  who  laid  down  the 
law  tliat  It  IS  only  to  be  done  when  the  patient's  life  is  in  danrrer 
and  all  other  means  have  failed.  It  may  be  performed  throiKd, 
a  umbar  mcision;  the  advantages  of  this  form  of  incision  are 
(I)  the  peritoneum  is  not  opened,  and  (2)  the  wound  drains  well 
An  mclsion  is  made  four  and  a  half  inches  in  length,  slightly 
oblique,  at  least  half-an-inch  below  the  last  rib,  lest  the  pleura  be 
wounded  (Fig.  179,  J),    Except  tl.at  it  is  on  a  higher  level,  the 
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incision  resembles  that  for  colotoniy.  When  the  kidney  is  reaclieil 
a  soeoud  incision  is  made  by  dividing  the  tissues  from  withiu 
outwards  by  a  probe-pointed  bistoury;  this  second  cut  is  vertical, 
along  the  outer  border  of  the  quadratus  lumborujii,  and  joins  the 
previous  incision  about  an  inch  from  its  posterior  cud.  By  means 
of  the  second  incision  the  pedicle  is  ligatured  more  easily;  in 
cases  where  the  space  is  small,  some  Surgeons  advise  excision  of 
a  part  of  the  last  rib,  although  Mr  ]\roRRrs  strongly  condemns 
this  practice,  preferring,  if  more  room  be  re(piired  during  ligature 
of  the  pedicle,  to  drag  the  lower  ribs  forcibly  upwards,  Avith 
the  fingers  of  the  left  hand  dipped  into  the  -wound.  In  the 
pedicle  the  vessels  and  the  ureter  are  usually  ligatured  separately ; 
the  ligatui'e  is  passed  by  means  of  an  aneurism  needle.  If  the 
vessels  are  ligatured  separately  tlie  avienj  must  be  ligatured  before 
the  vein.  The  lower  ribs  are  then  pulled  upwards  and  the 
kidney  dragged  into  tlie  wound,  another  ligature  appHed  to  the 
jtedicle,  which  is  then  divided  and  the  kidney  removed ;  in  many 
cases  it  will  be  advisable  to  incise  the  capsule  and  enucleate  the 
kidney,  leaving  the  capsule  behind  with  the  pedicle — especially 
in  cases  wliere  there  has  been  much  peri-renal  inflammation.  All 
bleeding  vessels  are  then  tied,  the  sutures  cut  off  short  and  dropped 
into  the  wound  ;  a  tube,  like  that  used  in  lithotomy,  i.e.,  without 
lateral  perlbrations,  is  then  inserted  and  the  wound  closed.  This 
tube  is  to  carry  oil'  tlie  urine  alone;  if  the  wound  requires  drainifgc 
a  separate  tube  must  be  used,  as  the  urine  is  not  to  be  allowed 
to  How  over  the  surfaces  of  the  wound.  If  the  wound  is  in  the 
substance  of  the  kidney,  the  tube  is  left  in  two  or  three  days;  it 
in  the  pelvis,  it  must  be  left  in  a  week  or  ten  days.  Tlie  dangers 
of  this  operation  are — tearing  open  the  peritoneum  or  colon,  injury 
to  the  vessels  from  too  great  straiu,  giving  rise  to  luemorrhage  later, 
uriemia,  hemorrhage  from  the  broken  up  kidney -substance,  and 
shock. 

The  Abdominal  Incision. —  Tliis  form  is  used  iu  the  ca.se 
uf  large  tumours,  and  for  the  excision  of  wandering  kidney.  An 
incision  is  made,  opposite  the  kidney  to  be  removed,  in  the  corre- 
sponding linea  semilunaris,  its  length  varying  mth  the  size  of  the 
tumour  to  be  removed.  This  incision  is  the  more  fatal  of  the  two, 
and  I'or  this  reason  the  otlicr  is  to  be  used  where  possible.  Its  chief 
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dangers  are — -Septic  peritonitis,  pulmonary  embolism,  and  pyjemia. 
An  advantage  of  the  abdominal  method  is  that  both  kidneys  can 
be  examined,  especially  if  the  incision  be  made  in  the  linea  alba, 
so  that  there  is  less  risk  of  removing  the  healthy  kidney  and 
leaving  the  diseased  one.  Of  course  a  median  laparotomy  might 
be  performed,  the  kidneys  examined,  and  then  the  diseased  one 
removed  by  the  lumbar  operation. 

PARACENTESIS  ABDOMINIS. 

A  small  incision  is  made  with  a  scalpel  in  the  middle  lino,  a 
little  below  the  umbilicus  (about  two  inches),  and  through  this 
opening  the  trocar  is  thrust;  if  the  aspirator  is  used,  a  preliminary 
incision  is  unnecessary.  It  is  bettei',  however,  to  keep  up  pressure 
on  the  abdomen  as  the  fluid  escapes,  lest  the  abdominal  vessels 
buret  on  account  of  being  thus  suddenly  relieved  from  the  pressure 
I'l'  the  lluid. 

The  instruments  required  are— Scalpel,  trocar  or  aspirator, 
split  sheet,  sponges,  needle  and  silk  sutures,  scissors,  wool  and 
collodion,  bucket,  adhesive  plaster,  brandy,  etc.    Pressure  is  best 
kept  up  by  means  of  a  broad  flannel  roller,  split  at  each  end  to 
within  six  inches  of  the  iniddle,  and  applied  in  such  a  way  that 
tlie  uutorn  part  covers  the  front  of  the  abdomen,  ^\■hile  the  ends 
are  crossed  behind  and  given  to  an  assistant  on  each  side  to  keep 
up  the  pressure  as  the  fluid  escapes.    A  small  hole  nmst  be  made 
in  the  anterior  part  of  the  flannel  roller  through  which  to  introduce 
the  trocar  or  aspirator.    The  Surgeon  must  be  ready  to  close  the 
cannula  with  liis  finger  should  the  flow  threaten  to  become  inter- 
mittent, lest  air  be  admitted.    Another  precaution  is  to  malce  sure 
that  the  bladder  is  empty  before  the  operation.    In  tappin"  the 
abdonien  in  other  situations,  the  course  of  the  epigastric  vessels 
mast  be  kept  in  mind.    The  possible  dangers  of  the  operation  arc 
atal  .syncope,  peritonitis,  especially  in  cases  of  EjUGirr'a  disease, 
Incmorrhage,  wound  of  the  bladder,  wound  of  the  bowel  from  not 
selecting  a  dull  area,  or  from  plunging  the  instrument  too  deeply. 

SouTUKV  uses  a  .small  " drainage- trocar,"  which  is  left  in  till 
the  distension  is  relieved.  The  fluid  is  drawn  ofi"  xlowU,,  and  this 
avoids  the  risk  of  .syncope,  and  the  necessity  of  bandaging.  It  has 
no  tendency  to  set  up  peritonitis,  and  is  almost  painless. 
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Ovarian  Dropsy  and  Ascites  in  tlie  Female: — 


Ovarian  Dropsy. 

1,  Till.'  tumoiu'  gradually  develops 

I'l'oiu  one  iliac  fossa,  aud  is  in 

front  of  tlie  intestines,  and  is 
attached  by  pedicle  to  pelvis. 

2.  Tumour  is  more  or  less  central  in 

position  and  ovoid,  and  causes  the 
centre  of  the  abdomen  to  project 
when  the  patient  lies  on  her 
back,  or  ma}'  be  more  at  one  side 
than  the  other. 

0.  Oil   percu.ssion,   the  dullness  is 

round  about  the  uiubilicus,  tlie 
intestines  giving  a  clear  note  at 
the  sides.  The  upper  limit  is 
convex. 

1.  'L'lic  lluid  is  con  lined  in  a  cyst, 

and,  thcrefoH!,  change  of  position 
does  not  alter  the  shape  of  the 
dullness,  though  the  -whole  cyst 
may  fall  to  one  side. 

.").  Swelling  of  the  feet  and  ankles 
only  occurs  in  the  last  stages. 

(!.  No  particular  change  in  the  veins 
of  the  abdominal  wall. 


7.  i'liictualion,  or  lluciualion  wave, 

often  indistinct,  and  if  the  cyst 
bo  multilocular  is  unequal  at 
diirerciit  parts. 

8.  No  Inilging  into  the  posterior  wall 

of  the  vagina,  in  uncomplicated 
cases. 


Ascites. 

1.  There  is  no  history  of  lateral 

development,  and  the  intestines 
float  up  upon  the  lluid. 

2.  The  bulging  is  at  the  Hanks  when 

the  iiatient  lies  on  her  back,  and 
the  front  of  the  abdomen  is 
llatteneil,  but  when  well  marked 
may  be  of  a  uniform  globular 
outline. 

3.  The  dullness  is  at  the  flanks,  as 

the  fluid  gravitates  there ;  the 
centre  is  clear  as  the  intestines 
are  floated  up.  The  upper  limit 
is  concave  in  the  erect  posture. 

4.  'I'lio  fbiid  is  free,  and  change  of 

position  alters  the  line  of  dull- 
ness, as  it  gravitates  to  the 
lowest  part. 

5.  Swelling  of  the  feet  and  ankles  an 

early  symiitom. 

6.  The  veins  aie  very  well  marked, 

and  fill  most  quickly  from  below 
upwards,  as  the  pressure  of  the 
free  Ihiid  presses  on  the  inferior 
vena  cava. 

7.  Flui'tuation,  or  nucluatioii  wave, 

well  marked,  always,  e(|ually, 
and  in  every  directioii. 

8.  Ijiilging  into  the  posterior  wall  of 

the  vagina,  from  the  pressure  of 
the  fluid  in  Doi:gl.\r'.s  pouch. 


Note  the  difference  between  "fluctuation"  and  "Fluctuation 
AVave."  In  Fluctuation,  wlien  the  halls  of  the  fingers  of  one  hand 
are  placed  gently  and  firmly  on  one  side  of  the  fluid  swelling,  and 
the  other  hand  presses  the  opposite  side  of  the  tumour  gently,  the 
tumour  is  felt  to  rise  under  the  fingers  of  the  first  hand.  It  is  not 
alone  the  t^inlniKj  of  the  finger.s  of  the  second  hand  that  coustilufcs 
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lluctuation,  but  the  raising  of  the  otiier  haud  as  well.    Elasticity  is 
merely  the  sinking  of  the  fingers  of  one  hand,  but  without  raisin- 
the  hngers  of  the  other.  Both  hands  must  be  used,  and  the  swelling 
must  be  firmly  fixed,  so  that  it  cannot  move  en  masse.  Fluctuation 
Wave  can  only  be  obtained  where  there  is  a  fairly  large  collection 
oi  fiiud,  as  in  ascites  and  large  unilocular  ovarian  cysts.    The  palm 
of  one  hand  is  placed  fiatly  over  one  side  of  the  abdomen,  while 
the  opposite  side  is  tapped  sharply  with  the  fingers  of  the  other, 
when  a  distinct  wave  will  be  found  to  strike  the  palm  of  the  first 
hand.    It  IS  necessary,  however,  to  exclude  the  vibrations  of  the 
abdominal  walls,  which  is  done  by  placing  a  book  in  the  front  of 
the  abdomen,  or  by  getting  an  assistant  to  place  the  ed-e  of  one 
hand  gently  on  the  centre  of  the  abdomen.    This  will  check  the 
vibrations  of  the  abdominal  wall,  just  as  a  violinist  checks  the 
vibration  of  the  strings  of  his  fiddle  at  any  given  point,  but  will 
not  stop  the  fluid  wave. 

It  is  also  necessary  to  diagnose  ascites  from  colloid  cancer 
ot  he  peritoneum.  In  this  case  there  is  great  enlargement  and 
dul  ness  over  the  whole  of  the  abdomen,  but  an  absence  of  fluc- 
tuation It  must  also  be  diagnosed  from  distended  bladder,  lar-e 
elastic  tumoius,  renal  cysts,  and  from  a  pregnant  uterus.  It  is 
often  veiy  difiicult_  to  diagnose  an  ovarian  cyst  from  an  encysted 
dropsy  01  the  peritoneum.  In  encysted  dropsy,  however,  the 
tumour  is_  more  hkely  to  occupy  a  central  position,  and  the 
umbilicus  IS  usually  markedly  everted 

Nature  of  Different  Flu  ids. -Parovarian  nuid.-The  paro- 
varium, or  organ  of  Kosenmulleb,  corresponds  to  the  epididymis 

1  ts";  ;  tl     \'f      ''''''  4id,  and 

and  ft  "°  ''^"^^  «1^'S1^%  OP-I^  cent, 

and  the  specific  gravity  is  about  1005;  it  is  no?  coagulated  bJ 
heat  or  nitnc  acid,  and  therefore  does  not  contain  albumen. 
hooSf    Itl"    f^^^^^f,^.^-bles  parovarian  fluid,  but  it  contains 
hooklets.  It  ,s  watery  and  limpid,  of  specific  gravity  1008  to  1013  • 
It  ontains  no  albumen;  there  is  a  certain  quantity  of  extra  tives 

:atrntbTo7h  ^fr'^^^  ^"^^  "'"^ 

arc  a  number  of  booklets  and  scolices  or  echinocoeci  heads. 

browl  T,,!"  ?  f --kedly  viscid,  of  a  dark  greenish- 
broun  clou,,  .„d  thick  as  almost  to  be  gelatinous, 
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often  containiug  scales  of  cliolesteriue.  The  specific  ,  gravity  varies 
from  1010  to  1040,  or  even  more.  The  viscidity  is  said  to  be 
due  to  the  paralbumen  of  Scherer  ;  this  substance  differs  from 
ordinary  albumen,  in  that  it  does  not  coagulate  when  boiled  with 
a  small  quantity  of  acetic  acid.  It  is  stated  that  this  form  of 
albumen  is  never  present  in  ascitic  fluid.  Ascitic  fluid,  on  the 
other  hand,  often  deposits  fibrin,  but  fibrui  is  not  a  constituent  of 
ovarian  fluid.  Should  a  fluid,  therefore,  contain  paralbumen  aud 
deposit  fibrin,  it  is  probably  due  to  an  ovarian  cyst  bursting  into  ^ 
the  peritoneal  cavity.  In  some  cases  it  is  impossible  to  distinguish 
between  ovarian  and  ascitic  fluid.  It  is  stated  that  special  cells 
are  found  in  ovarian  fluid.  The  cell  is  about  the  size  of  a  pus  cell, 
generally  round,  delicate  and  transparent,  full  of  granules,  but  has 
no  nucleus.  Acetic  acid  increases  the  transparency  of  the  cell  and 
makes  its  granules  more  evident.  In  cases  of  malignant  disease, 
large  pear-shaped,  roimd  or  oval  cells  arc  found.  Tliese  cells 
contain  granular  material,  with  one  or  several  large  clear  nuclei, 
with  nucleoli  and  a  number  of  transparent  globules  or  vacuoles. 

Ascitic  fluid  is  a  yellowish  serous  liquid,  closely  resembling 
slightly  diluted  liquor  sanguinis,  from  which,  indeed,  it  is  directly 
derived.  It  is  a  clear  yellow,  or  greenish-yellow,  alkaline  fluid,^ 
with  a  specific  gravity  varying  from  1020  to  1035.  It  consists  o\ 
water,  salts,  albumen,  and  the  elements  of  fibrin,  and  hence,  on 
standing,  may  coagulate,  depositing  fibrin ;  indeed,  in  some  cases 
it  may  be  so  thick  and  viscid,  from  coagulated  matter,  as  to  be 
incapable  of  flowing  through  the  cannula. 
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CJiAPTER  XXXIX. 
THE  ABDOMEN— (Contiwmd ). 
HERNIA. 

JJv  this  tern  is  meant  a  protrusion  of  a  pari  of  the  viscera  tlirou-U 
^ome  weak  point  in  the  abdominal  wall;  it  is  gencraUj  through 
some  natural  canal  or  opening,  either  actual  or  potential,  which 
lias  become  dilated:  it  may  also  take  place  througli  adventitious 
apertures,  due  to  the  separation  of  aponeurotic  fibres  from  dis- 
tension of  the  abdomen. 

A  Hernia  consists  of  a  sac  (that  is  the  prolongation  of  the 
peritoneum  which  envelops  the  hernia),  contents,  and  coverings 

The  coverings  of  any  hernia  consist  of  skin,  fascia,  muscles, 
und  lat.    Hernia  is  said  to  be  ingainal  when  it  comes  throuoh  the 
opening  oi- canal  situated  in  the  inguinal  region  of  the  groin°:  and 
J^ioral  when  it  comes  through  the  opening  or  canal  situated  in 
the  femoi-al  region  of  the  groin.    The  sac  has  its         or  narrow 
pa  t  situated  in  the  ring.    The  life  history  of  the        consists  of 
hx  e  stages_(l)  I  s  formation,  when  it  is  sin.ply  a  corrugated  or 
folded  membrane;  (2)  its  adhesion,  where  the  folds  adhere,  and  it 
becomes,  more  or  less,  a  round  hole,  and  (3)  its  contraction  wher 
he  adherent  tissue  contracts  like  ordinary  fibrous  adhesions.  In  a 
i.ernuo  there  is  a  sweUing  in  communication  with  the  abdomin 
cavity,  and  wh.cli  has  been  suddenly  or  gradually  produced  -^H 
has  appeared  the  sac  must  have  been  pre-forme    Is  in  th  ' 

•different  forms  of  "  congenital "  hernia  ' 

Pathological  Varieties.-A  hernia  is  said  to  be  reducible  when 
.  /  tlic  contents  can  be  pushed  back  into  the  abdonZl  ca  t 
It  s  called  irreducible  ^vhen  all  the  contents  cannot  be  e  ned 

.  hout  the  sac,  and  yet  is  neither  strangulated  nor  obstructe 
It  -ay  be  wholly  or  partially  irreducible.    An  obstructed  hern^ 
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is  where  the  contents  of  the  lowel  are  checked  in  theii-  passage  at 
the  seat  of  the  hernia — a  local  constipation ;  the  term  incarcerated 
hernia  is  sometimes  applied  to  the  same  condition  occurring  in 
an  irredaciUe  hernia.  An  inflamed  hernia  is  one  in  which  the 
peritoneal  envelope,  or  sac,  is  inflamed  —  a  local  peritonitis.  A 
strangulated  hernia  is  one  where  the  venous  blood  return  is 
checked  by  some  constricting  structure;  this  is  followed  by  swell- 
ing,- oedema,  and  then  the  arterial  supply  is  also  checked,  and 
unless  relieved  the  condition  quickly  passes  on  to  gangrene  of  the  ^ 
bowel ;  in  addition  to  this,  it  is  also  irreducible  and  obstructed. 
Congenital  herniie  are  most  liable  to  strangulation. 

INGUINAL  HERNIA. 

This  form  is  much  more  common  in  males,  because  in  them 
the  inguinal  canal  is  larger,  while  the  criu'al  ring  is  smaller,  than 
in  females,  on  account  of  the  less  expanded  iliac  crests.  The  space 
concerned  in  inguinal  hernia  is  triangular,  corresponding  to  the 
inguinal  region  of  the  groin,  and  has  the  followmg  boundaries— 
Below,  by  Poupart's  ligament ;  internally,  by  the  linea  alba;  and 
above,  by  a  line  drawn  from  the  anterior  superior  iliac  spine  to 
the  linea  alba.  In  connection  with  the  subject  of  hernia,  it  will 
be  well  to  consider  the  structure  of  the  abdominal  wall  at  this\ 
point ;  the  two  longitudinal  muscles  (the  rectus  and  pyramidalis) 
may  be  left  out  of  account  for  the  time  being.  If  we  Avere  to 
examine  the  triangular  space,  mentioned  above,  from  the  inside 
of  the  abdomen,  we  would  find  that  it  is  subdivided  into  two  trian- 
gular parts  by  the  deep  epigastric  artery  (Fig.  18G,  e)— the  artery, 
in  fact,  almost  bisecting  the  triangle  in  question— an  outer  triangular 
part,  and  an  inner  triangular  part  known  as  He«selbach's  triangle 
(Fig.  186,  C,  A,  D).  In  dissecting  the  abdominal  wall  in  the 
region  of  the  outer  triangular  part,  we  find— (1)  Skin;  (2)  super- 
ficial fascia ;  (3)  tendon  of  the  external  oblique ;  (4)  the  internal 
oblique;  (5)  the  transversalis  muscle;  (6)  fascia  transvei-saUs ; 
(7)  extra-peritoneal  fat ;  and  (8)  the  peritoneum.  In  the  inner 
triangular  space  (that  is,  Hesselbach's  triangle)  the  structures  met 
with°are  similar,  except  that  the  tendons  of  the  internal  oblique 
and  transversalis  muscles  are  inseparably  united,  forming  the 
"  conjoined  tendon,"  which  is  attached  to  the  crest  of  the  pub*- 
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and  the  pectineal  line,  and  which,  therefore,  takes  the  place  of 
the  above  muscles  in  this  space.  The  conjoined  tendon,  however, 
does  not  entirely  cover  in  the  whole  of  Hesselbach's  triangle. 
The  obliterated  hypogastric  artery  (Fig.  186,  /;)  passes  across  the 
triangle  in  question,  internal  to  and  almost  parallel  with  the  deep 
epigastric  artery,  and  the  space  between  these  two  structures  is  not 
covered  by  the  conjoined  tendon.  Tor  this  reason,  we  shall  see  later 
that  there  may  be  two  forms  of  direct  Inguinal  Hernia. 


Fig.  186. 

Space  concerned  in  Inguinal  Hernia,  from  the  Inside. 


15.  Anterior  Superior  Spine. 

f!.  Crest  of  Pul.es. 

D.  Centre  of  Poupart's  Ligameiit. 

P.  I'oiipart's  Ligament. 

P^.  Rectus  Abdominis. 

• .  Deep  Epigiistric. 

h.  Obliterated  Hypogastric. 


1. 
2. 

C. 
C. 

E. 


Internal  Abdoniiniil  Ring. 
External  Abdominal  "Ring."' 
A.  D.  Hesselbach's  Trianglo. 
A.  E.  Part  covered  by  tlio 

"Conjoined  Tendon." 
A.  D.  Part  not  covered 

tliat  Tendon. 


The  Inguinal  Canal.-This  is  an  oblique  opening  through  the 
anterior  abdominal  wall,  and  is  directed  downwards  and  invvards 
lying  parallel  with  and  a  little  above  the  inner  half  of  Poup-vrt's 
hgament  It  commences  at  the  internal  abdominal  ring,  and 'ends 
at  he  external  ring,  and  is  about  an  incli  and  a  half  to  two  inches 
n.  leng  h.  The  external  abdominal  ring  is  oval  or  triangular  in 
shape,  directed  upwards  and  outwards;  the  base  is  formed  by  tlie 
.rest  of  tlic  pubis,  and  the  lateral  boundaries  are  known  as  the 
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pillartt  of  tlie  ring  (Fig.  18G,  ;?).    Tho  upper,  or  internal,  pillar 
or  column  consists  of  a  Hattened  part  of  the  tendon  of  tho 
external  oWique,  passing  downwards  to  be  fixed  to  the  front 
of  the  symphysis  puHs ;  tlie  lower,  or  external,  pillar  is  chiefly 
formed  by  the  inner  end  of  Poupart's  ligament,  and  is  thicker 
and  more  rounded  than  the  other  pillar,  and  is  attached  to  the 
spine  of  the  puljes.     At  the  upper  part  of  the  ring  there  are 
some  fibres  seen  passing  in  a  transverse  direction,  and  these  are 
called  the  inter-coluinnar  fibres.    Poupart's  ligament  is  attached  * 
internally  to  tbe  spine  of  the  pubes,  and  also  into  the  pectineal 
line  forming  Gimbernat's  ligament,  and  is  to  be  regarded  as  part 
of  the  insertion  of  the  external  oblique;  a  part,  however,  of  its 
tendon  of  insertion,  springing  from  the  pectineal  line  and  pubic 
crest,  passes  behind  the  internal  pillar  of  the  ring,  and  decussates 
in  "the  linea  alba  with  tlie  tendon  of  the  opposite  side,  forming 
the triangular  fascia."     The  ring  transmits  the  spermatic  cord 
in  tho  male  and  the  round  ligament  in  the  female.    The  internal 
ring  is  an  opening  in  the  fascia  transversalis,  and  is  situated  about 
half  an  inch  above  tlie  middle  of  Poupart's  ligament  (a  point 
midway  between  tlie  symphysis  pubis  and  the  anterior  superior 
iliac  spine. — Cunningham.)  (Fig.  1S6,  1). 

Boundaries  of  the  Canal.— In  Front— (1)  The  external 
oblique  (throughout  its  whole  lengtli) ;  (2)  the  internal  oblique 
(for  its  outer  third) ;  (3)  the  cremaster  muscle.  Behind— (1)  Tlie 
fascia  transversalis  (throughout  its  whole  length);  (2)  the  con- 
joined tendon  (for  its  inner  third) ;  (3)  the  triangular  fascia ;  and 
(4)  the  deep  epigastric  artery.  The  floor  is  formed  by  Poupabt'-s 
ligament,  and  the  roof  by  the  free  arclied  lower  border  of  the 
transversalis  muscle. 

The  Descent  of  the  Testicles.— The  testicles  arc  originally 
situated  in  tho  abdominal  cavity,  below  the  kidneys  and  behind 
the  peritoneum;  but  before  birth  they  pass  down  into  tlie  scrotum. 
Fp  to  about  the  end  of  the  sixth  month  of  fiftal  life  they  are 
found  below  the  kidney,  at  the  posterior  part  of  the  abdominal 
wall ;  but  as  the  process  of  development  becomes  more  and  more 
complete,  they  gradually  descend,  so  that,  by  the  seventh  month, 
they  are  situated  beliind  the  internal  abdominal  ring.  During  the 
eighth  month  they  pass  through  tho  canal,  and  by  the  end  of  the 
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ninth  month  they  liave  reached  the  bottom  of  the  scrotum.  The 
means  by  which  this  descent  is  effected  is  rather  obscure,  and  was 
formerly  believed  to  be  due  to  the  contraction  of  certain  muscular 
bands— the  "  gubernaculum  testis  "—which  piloted  the  testicles 
into  their  proper  haven,  but  is  now  commonly  believed  to  be  the 
result  of  a  general  process  of  development.  In  some  mammals— 
e.rj.,  the  elephant — the  testes  remain  permanently  within  the 
abdomen,  and  in  the  rodentia  they  only  descend  at  each  "  rutting  " 
season.  Sometimes  the  testicles  in  the  human  subject  are  retained 
in  the  abdomen,  and  then  they  are  very  frequently  imperfectly 
developed ;  this  condition  is  known  as  cryiotorcMsmns.  A  process 
of  peritoneum  — the  ^)7-oce,'?5?/s  varjinalis  down  into  the 

scrotum,  and  precedes  the  testicle  by  some  time  in  its  descent ; 
and  as  the  testicle  originally  lies  behind  tbe  peritoneum,  and  still 
retains  this  position  in  its  descent,  botb  layers  of  this  pouch  of 
peritoneum  necessarily  lie  in  front  of  the  testicle.    But,  as  the 
testicle  passes  down  it  receives  certain  coverings  from  the  layers 
of  muscle  and  fascia  forming  the  anterior  abdominal  waU :  thus 
it  receives— (1)  The  inter-columnar  or  external  spermatic  fascia 
(sometimes  called  the  "fascia  propria"  of  Camper)  from  the 
external  oblique,  as  it  passes  between  the  pillars  of  the  rino- • 
(2)  the  creniasteric  muscle  or  fascia,  continuous  with  the  internal 
oblique;  (3)  the  infundihuliform  or  funnel-shaped  fascia,  from  the 
fascia  transversalis  (also  caUed  the  internal  spermatic  fascia)  The 
transversahs  muscle  gives  no  covering  to  it,  as  the  free  arched 
border  of  the  muscle  is  too  high,  the  testicle  passing  through 
below  It.    AU  these  coverings  are  continued  over  the  testicle  as 
It  lies  in  the  scrotum.    The  pouch  of  peritoneum,  preceding  the 
tes  icle,  at  first  communicates  with  the  peritoneal  cavity;  Jut  a 
httle  time  before  birth  its  nairow  neck  becomes  closed,  while  the 
unobhterated  lower  "  end  forms  the  tunica  vaginalis,  which  is  in 
this  way  entirely  shut  off  from  the  abdominal  cavity  (Fi^  187) 
This  complete  obliteration  of  the  tunica  vaginalis  is  peculiar  to 
the  human  species,  probably  on  account  of  the  erect  attitude. 
In  the  female  foetus  an  analogous  pouch  of  peritoneum  descends 
for  a  short  distance  along  the  round  ligament  of  the  uterus,  and 
IS  known  as  the  ..maZ  of  I^vck.     Occasionally  the  ovarie;  are 
prolap^od  mto  this  canal,  being  an  attempt,  apparently,  to  imitate 
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the  "descent  of  the  testicles"  in  the  male  subject.  '  We  have 
described  the  descent  of  the  testicle  at  this  point,  because  one 
form  of  inguinal  hernia  takes  exactly  the  same  course,  and  receives 
similar  coverings.  In  some  cases  the  descent  is  incomplete,  or  the 
testicle  is  misplaced.  It  must  first  be  sought  for  in  the  inguinal 
canal,  then  in  the  iliac  fossa  close  to  Poupart's  ligament,  and, 
lastly,  in  the  perinasum  or  crural  canal.  A  misplaced  testicle  is 
more  apt  to  become  inflamed,  or  the  seat  of  malignant  disease, 
than  a  testicle  in  its  proper  place. 

Fig.  187. 

Normal  Condition  of  the  Processus  Vaginalis  in  the  Adult. 

X— ..^^*?^Peiifconeal  Cavity. 

1  Obliterated  Vaginal  Process. 

 Cavity  of  T\nuca  Vaginalis. 

\\\  „_)  Testicle 


DIRECT  AND  OBLIQUE  INGUINAL  HERNIA. 

^  The  Oblique.— This  form  is  named  oblique,  or  indirect,  from 
the  direction  it  takes,  passing  through  the  oblique  inguinal  canal ; 
it  is  also  caUed  e^xternal  from  its  relation  to  the  deep  epigastric 
artery,  which  lies  to  its  inner  side.  It  is  most  common  in  young 
males.  It  takes  the  same  course  as  the  testicle  did— that  is,  it 
enters  at  the  internal  abdominal  ring,  passes  through  the  whole 
lent^th  of  the  canal,  and  escapes  by  the  external  ring  into  the 
scrotum;  it  passes  through  that  part  of  the  triangular  space 
concerned  m  inguinal  hernia  that  lies  to  the  outer  side  of  the 
epigastric  artery,  and  whose  structure  has  already  been  described 
(see  Fig.  18G).  The  hernia  usually  passes  down  in  front  of  the 
cord,  between  the  cord  and  its  coverings ;  its  neck  lies  above 
Poupart's  ligament,  and  internal  to  the  spine  of  the  pubes.  The 
spine  of  the  pubes  and  the  external  abdominal  "ring"  can  be 
best  felt  in  the  male  by  iuvaginating  the  scrotum  with  the  point 
of  the  finger  and  then  passing  it  up  in  frout  of  the  cor<l.  ihe 


Surgical,  Medical,  and  Operative  345 

oblique  variety  of  inguinal  hernia  often  attains  a  large  size,  as, 
when  once  begun,  there  is  but  little  resistance  to  its  growth.  The 
coverings  of  this  form  of  hernia  are— (1)  The  skin;  (2)  superficial 
foscia;  (3)  inter-columnar  fascia;  (4)  cremasteric  fascia  or  muscle; 
(o)  infundibuliform  fascia;  (6)  the  extra-peritoneal  fat;  and  (7)  the 
peritoneal  sac.  The  "fascia  propria"  of  the  hernia  is  the  united 
extra-peritoneal  fat  and  the  fascia  transversalis,  and  immediately 
invests  the  sac.  The  sac,  as  here  seen  from  the  outside,  may  be 
recognised  by  its  rough  and  Uxdsli  appearance ;  it  is  not  smooth 
and  glistening. 

Direct  Hernia.— It  is  called  direct,  from  the  direction  it  takes ; 
It  IS  also  called  internal,  from  its  relation  to  the  deep  epigastric 
artery,  which  lies  to  its  outer  side.     This  form  does  not  pass 
through  the  whole  length  of  the  inguinal  canal,  but  escapes  from 
the  abdomen  through  that  part  of  the  triangular  space  concerned 
in  inguinal  hernia,  known  as  Hesselbaoh's  triangle  (the  boundaries 
of  which,  and  a  description  of  the  structures  forming  the  abdominal 
wall  at  that  point,  have  already— see  Fig.  186— been  described) 
enters  the  inguinal  canal,  pushing  the  conjoined  tendon  before  it 
(unless,  as  is  sometimes  the  case,  the  conjoined  tendon  is  small 
and  does  not  fill  up  all  the  triangle  in  question),  passes  through 
the  lowei- part  of  the  canal,  and  escapes  by  the  external  abdominal 
ring.     The  testicle  is  placed  behind  the  hernia.     It  is  probably 
oftenest  met  with  in  elderly  men,  and  rarely  attains  a  large  size 
but  usually  forms  a  small  globular  tumour,  just  above  the  crest  of 
the  pubes,  as  the  resistance  to  its  growth  is  considerable.  The 
coverings  in  this  form  of  hernia  are  almost  the  same  as  in  the 
oblique  form;  the  only  difference  being  that,  instead  of  readin- 
cremasteric  fascia  or  muscle,"  as  in  the  oblique  variety,  read 
conjoined_  tendon."    This  tendon,  as  we  have  said,  is  the  tendon 
of  the  conjoined  internal  oblique  and  the  transversalis  muscles- 
but,  as  the, transversalis  muscle  gives  no  covering  to  any  form  of 
inguinal  hernia,  it  may  simply  be  read  in  place  of  the  cremasteric 
muscle  which  is  continuous  with  the  internal  oblique  :  in  other 
respects  the  coverings  of  the  two  forms  are  exactly  the  same 

Lut  as  already  indicated  tliere  are  two  forms  of  direct  Hernia, 
ihe  obliterated  hypogastric  artery  passes  across  Hesselbaoh's 
triangle,  dividing  it  into  two  parts  (see  Pig.  186,  /.)-(«)  In  the 
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most  common  form  of  direct  hernia,  the  gut  leaves  the  abdomen 
internal  to  the  obliterated  hypogastric  artery,  and  therefore  passes 
through  the  conjoined  tendon,   (h)  In  the  second,  the  hernia  passes 
between  the  obliterated  hypogastric  artery  and  the  deep  epigastric 
(see  Fig.  186),  but  altogether  external  to  the  former  structure,  and 
therefore  has  no  covering  from  the  conjoined  tendon,  the  coverings 
in  this  case  being  practically  the  same  as  in  the  ordinary  oblique 
form.    On  the  inner  surface  of  the  abdominal  wall  in  this  situation 
certain  ridges  are  found— in  the  middle  line  is  the  urachus,  and 
then  on  each  side  of  this  we  find  ridges  formed  by  the  obliterated 
hypogastric  and  the  deep  epigastric  artery.    By  means  of  these 
ridges  little  peritoneal  fossre  are  formed,  called  "digital  fossa>.," 
because  they  look  like  indentations  caused  by  the  tips  of  the 
fingers— one  external  to  the  deep  epigastric  artery,  another  between 
tliat  vessel  and  the  obliterated  hypogastric,  and  a  tliird  internal  to 
this  latter  structure.    These  fossro  indicate  a  local  weakness  in  the 
abdominal  wall,  and  this,  combined  Avith  some  exciting  cause, 
explains  the  frequency  of  hernia  in  these  situations.    Were  the 
walls  of  the  abdominal  cavity  equally  strong  in  all  situations  there 
conld  be  no  reason  why  it  should  occur  in  one  situation  more  than 
in  another.    In  practice,  it  is  extremely  difficult,  and  often  impos- 
sible, to  distinguish  between  the  oblique  and  the  direct  forms  ; 
because  in  the  oblique  form  the  internal  abdominal  ring  is  apt 
to  be  drawn  towards  the  middle  line,  more  especially  if  the  hernia 
be  of  long  standing.    The  diagnosis  would  not  be  important  were 
it  not  for  the  different  relations  of  the  two  forms  to  the  deep  epi- 
gastric artery— the  oblique  being  external  and  the  direct  mternal 
to  that  vessel;  and  this  might  have  an  influence  in  determining 
•  the  direction  of  the  incision  in  the  operation  for  strangulated 
hernia,  it  being  necessary  to  cut  from  the  artery— or,  at  least,  not 
to  cut  towards  it.    But,  from  the  difficulty  in  diagnosis  above  indi- 
cated, the  best  rule  is,  in  every  case,  to  cut  upwards  and  slightly 
inwards,  parallel  with  the  deep  epigastric  artery;  by  this  means  the 
artery  escapes  injury.     When  recent  and  of  small  size,  it  may  be 
possible  to  distinguish  between  the  oblique  and  the  direct  forms 
Iw  reducing  the  hernia  and  then  asking  the  patient  to  cough, 
when  in  the  oblique  form,  the  protrusion  of  the  gut  will  be  felt 
at  the  internal  abdominal  ring,  and  in  the  direct  immediatel.y 
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l)oluna  the  external  abdominal  ring.  It  may  Ijb  possible  also,  at 
lirst,  to  observe  the  obli-ine  neck  of  the  turaonr  in  the  one  ease, 
but  not  in  the  other.  The  great  causes  of  hernia  in  old  men  are 
chronic  constipation,  broncliitis,  and  dysuria.  The  deep  epigastric 
artery  in  the  normal  condition,  as  we  have  already  stated,  almost 
bisects  the  triangular  space  concerned  in  inguinal  hernia— passing 
from  near  the  middle  of  the  base  (Poupart's  ligament)  to  its  apex, 
which  IS  formed  by  the  meeting  of  the  horizontal  line  with  the 
Imea  alba  (see  Fig.  18G). 

The  Seat  of  Strangulation  may  either  be— (1)  Due  to  the  neck 
ot  the  sac  becoming  thickened  and  constricted  by  plastic  deposit 
iind  Its  subsequent  organisation  and  contraction— this  is  the  most 
common  cause;  (2)  by  the  inter-columnar  fascia;  or  (3)  by  the 
transversalis  fascia;  (4)  by  the  ravelling  of  the  contents  amon^r 
each  other-e.^7,  a  kink  of  bowel  through  a  hole  in  the  omentum" 
(0)  during  some  strain,  a  fresh  loop  may  pass  into  the  neck  of 
an  already  full  sac,  or  past  a  partially  descended  testicle:  and 
(ii)  occasionally  by  the  body  of  the  sac. 

STRANGULATION. 

Operation  for  Strangulated  Inguinal  Hernia.-The  operation 
for  the  relief  of  this  condition  in  hernia  of  any  kind  is  often  called 
Kelotomy  or  Herniotomy.  The  objects  of  the  operation,  as  in  all 
cases  of  a  sinnlar  nature,  are-(l)  To  divide  the  constricting  struc- 
ture, and  (2)  to  perform  the  radical  cure  at  the  same  time-viz 
to  tie  the  neck  of  the  sac  ilush  with  the  interior  of  the  abdomen,' 

it  ofTtu  "'  '\  'T'''''      '''''''  catgut  sutures,  or  else  cu 

t  off  altogether,  and  then  bring  the  walls  of  the  canal  togetlier 

fo.  fl  °  I'  ^'^1°^^  ^^'^  l«^est  Lture 

mt  t  L  V  '''''  the  paiient 

^omit  three  times  before  operating.    Of  course,  one  must  never 
P^^a^^e,  against  the  patient's  will,  for  this  condition  or  anj  oZ 
a   otherwise,  should  the  patient  recover,  he  or  she  may  brin.  an 
act,oii  for  assault  against  the  Surgeon,  and  claim  heavy  damaC 

o^n;;!  ^-^^-^    -  two  fomtfof 

operation-(rO  The  extra-peritoneal,  where  the  sac  of  the  hernia  is 
not  opened,  the  constricting  cause  being  divided  outside  the  neck. 
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and  the  bowel  afterwards  reduced.  This  form,  as  a  riile,  is  to  be 
aovided,  for  the  usual  constricting  cause  is  the  thickened  and 
contracted  neck  of  the  sac  itself ;  and  besides,  the  contents  might 
be  ravelled  amongst  each  other,  or  the  bowel  gangrenous.  It  may 
be  used  in  cases  where  the  symptoms  of  strangulation  are  not 
very  marked,  and  where  the  hernia  has  only  been  down  for  say 
less  than  thirty  hours.  Where  the  state  of  the  bowel  is  doubtful, 
where  there  has  been  much  vomiting,  and  where  the  parts  are 
tender  on  pressure,  the  sac  should  be  opened,  (h)  The  peritoneal 
method,  where  the  sac  is  opened.  This  is  the  best  method,  and 
no  bad  results  are  likely  to  follow  the  opening  of  the  sac,  with 
the  present  improved  methods  of  operating  and  treating  wounds ; 
and,  further,  the  true  condition  of  the  hernia  can  be  thus  readily 
seen,  and  the  contents  examined.  In  the  former  method,  a  feeling 
of  doubt  and  insecurity  must  always  exist  as  to  the  condition  of 
the  hernia.  The  instruments  required  are — A  sharp  scalpel,  a 
probe-pointed  bistoury,  dissecting  forceps,  directors  straight  and 
curved,  Spence's  hernia  director  (Fig.  188),  a  hernia  knife  (Fig. 
189),  catch  forceps,  retractors,  scissors,  ligatures  and  needles,  silver 
wire,  razor,  sponges,  chloroform,  a  half  grain  morphia  suppository, 
antiseptic  dressings,  etc.  Tlie  patient's  bladder  is  to  be  emptied, 
and  the  parts  miist  be  previously  shaved  and  soaked  with  some 
antiseptic  solution.  He  is  laid  on  his  back,  with  his  shoulder? 
somewhat  raised,  and  the  knee  of  the  affected  side  slightly  bent 
over  a  pillow;  no  more  of  his  body  should  be  uncovered  than 
is  absolutely  necessary.  The  spray  being  turned  on,  an  incision 
of  sufficient  length  is  made  over  the  neck  of  the  sac,  obliquely 
downwards  and  inwards,  the  centre  of  the  incision  corresponding 
to  the  external  abdominal  ring.  To  make  the  incision,  the  skin 
is  pinched  up  at  right  angles  to  the  line  of  incision,  at  each  side 
of  the  proposed  site,  between  the  fingers  and  thumbs  of  an 
assistant,  or  the  Surgeon  may  take  one  side,  and  the  assistant  the 
other ;  the  Surgeon  then  transfixes  this  fold,  the  back  of  the  knife 
being  towards  the  hernia,  the  knife  being  then  made  to  cut  its 
way  out.  When  the  parts  recover  their  normal  position,  a  linear 
incision  is  left,  and  the  divided  superficial  external  pudic  seen 
and  secured  at  once  by  a  pair  of  forceps.  The  dissection  is  then 
carried  carefully  down  through  the  various  layers  of  tissue,  all 
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bleeding  vessels  being  at  once  tied  or  twisted.  As  tlie  Surgeon 
approaches  the  sac,  the  different  layers  must,  in  all  cases  of  doubt, 


Fig.  188. 
Spence's  Hernia  Director. 


Fig.  189. 
Hernia  Knife. 


Knife  used  to  divide  the  Coustrictiou. 
Observe  the  Cutting  Part. 


be  opened  in  the  same  way  as  the  sheath  of  an  artery  is  opened  • 
■M.KNCK«  hernia  director  is  then  slipped  iu,  and  the  layer  slit  open 
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by  a  probe-poiuied  bistoury.  Tlic  s;ic  ia  kiiuwu  by  its  ryuudud 
tense  appearance,  iilamentous  character,  and  by  the  arborescent 
arrangement  of  vessels  on  its  surface.;  it  is  bluish  in  appearance, 
and  it  may  be  possible  to  sec  liuid  and  the  intestines  through  it. 
It  may  be  difficult  to  distinguish  the  fascia  propria  from  the  sac, 
but  in  all  cases  of  doubt,  open  as  if  it  were  the  sac.  The  gut  wall 
is  smooth  and  polished,  probably  congested,  but  has  no  arborescent 
vascular  network ;  but  should  the  sac  be  opened  inadvertently,  as 
a  rule,  a  sudden  jet  of  fluid  will  escape,  and  the  doughy,  granular 
omentum  protrude. 

To  distinguish  the  fascia  propria  from  the  sac — The  fascui 
propria  is  prolonged  indefinitely  upwards  on  the  swelling,  leiiKj 
continuous  with  the  mar(jiit>i  of  thi^  aperture  through  which  the 
hernia  protrudes ;  Avhereas,  when  the  sac  is  fairly  exposed,  the 
sharp  defined  margins  of  the  aperture  can  readily  be  felt.  The 
greatest  ditHculty  is  most  lilcely  to  be  met  with  in  femoral  hernia. 
AVhen  the  fascia  propria  is  not  divided,  the  tip  of  the  finger  cannot 
be  made  to  enter  the  abdomen ;  when  it  is  divided,  the  nail  can  be 
inserted  under  the  sharp  margin  of  the  ring. 

The  sac  in  femoral  and  in  all  small  hernia'  should  be  opened 
at  its  lower  part,  because  in  this  jDosition  there  is  usually  some 
liuid  Avhich  protects  the  bowel  from  injury;  iu  large  lierniie  the 
necic  of  the  sac  must  be  opened.  If  the  sac  is  not  very  tense,  take 
it  between  the  finger  and  thumb  and  displace  the  contents,  and- 
then  pinch  a  small  part  up  by  the  forceps,  and  divide  it  with  the 
edge  of  tlie  scalpel,  held  horizontally;  a  director  is  then  introduced, 
and  the  opening  enlarged  by  a  probe-poiuted  bistoury,  and  then 
each  side  of  the  opened  sac  seized  by  a  pair  of  Wells's  forceps. 
If  the  fluid  is  clear  and  transparent,  or  slightly  yellowish,  lilco 
serum,  and  communicates  no  bad  odour  to  the  finger,  the  prognosis 
is  good,  as  it  indicates  that  the  inflammation  has  not  been  of  very 
long  standing  or  severe;  the  gut  will  probably  be  found  deep  rod 
and  (jlislenintj.  Some  hours  later  tlio  fluid  is  dark-bro\vn  iu  colour, 
the  gut  purple,  but  still  glistening.  Still  later  the  fluid  resembles 
a  strong  infusion  of  coflee,  the  gut  is  purple  or  black,  and  the 
glisten  lost;  it  has  a  sodden  appearance,  like  wet  parchment,  or 
is  ash-grey  in  colour.  When  the  fluid  has  a  very  bad  odour,  it 
probably  indicates  gangrene,  and  the  prognosis  is  bad;  should 
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bubbliis  of  gas  escape,  it  indicates  perforation  or  putrefaction.  In 
dividing  the  constriction,  tlie  director  may  be  used  to  .divide  the 
tight  margin,  but  for  the  deeper  parts  of  the  stricture  the  finger 
is  the  best  and  safest  director;  it  is  passed  up  into  the  sac  (the 
left  index  finger)  and  the  nail  slipped  under  the  tight  edge  of  the 
constricting  band;  the  hernia  knife  is  then  passed  along  its  palmar 
surface,  lying  flat  upon  it,  till  it  is  passed  through  the  constriction, 
and  has  the  cuttmg  edge  opposite  that  point.    The  blade  is  then 
turned  for  about  a  quarter  of  a  circle,  with  its  edge  pointing  in  the 
proper  direction,  and  the  sharp  edge  of  the  constriction  is  in  this 
way  notched,  and  the  finger  is  then  passed  into  tlie  abdomen  to 
feel  that  all  is  clear.    The  contents  must  now  be  examined.  The 
gut  is  pulled  down  a  little  Avay^and  the  part  where  the  compression 
was  applied,  and  the  gut  immediately  above  it,  carefully  examined; 
It  may  either  be  at  once  returned  or  left  in  the  wound.  After 
reducing  the  gut,  put  the  finger  up  the  canal,  to  make  sure  that 
the  gut  is  in  the  abdominal  cavitij.    The  colour  is  of  little  conse- 
quence, provided  the  natural  gloss  of  tlie  gut  is  not  lost,  and  as 
long  us  this  glisten  remains  the  gut  may  be  put  back  into  the 
abdomen ;  if  in  doubt,  relieve  the  constriction,  and  let  the  gut  lie 
in  the  wound.    If  it  has  an  ashy-grey,  softened  look,  and  the 
glistening  appearance  gone,  then  it  must  not  be  put  back,  but 
must  be  left  in  the  wound;  and  in  doubtful  cases  return  it  just 
withm  the  ring,  keeping  the  doubtful  part  opposite  the  wound 
and  leave  the  wound  open.  ' 

Recent  adhesions  may  be  torn  tlirough,  old  ones  licraturetl  if 
necessary,  and  cut.  °  ' 

The  Omentum  may  be  either  returned,  or  left  in  tlie  S'lc  to 
plug  up  the  orifice,  or  ligatui'ed,  and  a  part  cut  ofi;  accorcuU  to 
Its  condition  and  size.  The  neck  of  the  sac  is  then  to  be  separated 
well  up  into  the  internal  ring,  and  tied  fiusli  with  the  interior  uf 
the  abdomen,  and  the  walls  of  the  canal  drawn  together  by  cat-mt 
sutures.  Ihc  wound  is  then  closed,  and  a  catgut  drahi  or  small 
tube  introduced  at  its  lower  angle,  and  a  good  broad  antiseptic 
dressing  applied,  ^.th  plenty  of  wool,  and  the  whole  steadied  by 
a  domett  spica  Ihe  patient  is  then  put  to  bed  and  kept  warm, 
and  a  dose  of  opium  administered,  either  by  the  mouth,  hypo- 
dermically,  or  per  rectum  (one-balf  gndn  morplda  suppository) 
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For  thirst  and  vomiting,  give  liiui  ice  to  suck:  tlio  food  nui.st 
consist  of  milk,  arrowroot,  and  beef-tea.  He  must  not  be  purged, 
but  the  bowels  left  to  act  of  themselves,  or  at  the  most  a  castor 
oil  and  gruel  enema  given;  even  though  many  days  pass  one  must 
not  be  anxious.  When  the  bowels  have  acted  spontaneously,  then 
the  patient  may  be  regarded  as  convalescent. 

Accidents  of  the  operation  are — Wound  of  the  gut,  or  wound 
of  some  of  the  vessels  near  the  openings.  The  operation  is  some- 
times followed  by  peritonitis. 

Reduction  en  masse  or  en  bloc. — By  this  is  meant  the  return 
of  the  hernia,  sac  and  all,  bodily  behind  the  abdominal  parietes, 
■within  the  internal  ring,  still  in  a  state  of  strangulation,  or,  in 
any  case,  the  external  protrusion  made  to  disappear  somewliere, 
Avhether  into  the  abdomen  or  not.  Properly  speaking,  it  is  said 
to  be  pushed  into  the  extra-peritoneal  tissue,  or  between  the  fascia 
transversalis  and  the  muscles.  But  it  probably  also  includes  other 
conditions,  as  cases  where  the  bowel  bursts  through  a  hole  in  the 
neck  of  the  sac,  but  the  hernia  is  still  strangulated  by  the  mouth 
of  the  sac.    Mr  Bryant  says  it  can  only  occur  in  a  femoral  hernia. 

Reduction  en  bissac,  —  In  some  cases  an  intra  -  jDarietal  sac 
exists  as  a  diverticulum  from  the  ordinary  sac,  and  the  hernia  is 
displaced  into  it  instead  of  into  the  abdomen ;  this  only  occurs  in 
congenital  forms  of  hernia. 

After  the  gut  has  been  apparently  reduced,  the  Symptoms  of 
Strangulation  may  still  persist.  Causes — (1)  It  may  have  been 
reduced  an  masse,  but  in  this  case  there  will  have  been  no  gurgle  on 
reduction,  the  canal  is  open,  and  neither  sac  nor  tumour  to  be  felt. 
(2)  A  strangulation  may  have  existed  witliin  the  sac  while  taxis 
only  overcame  the  external  strangulating  cause — e.(j.,  a  kink  of 
bowel  through  a  hole  in  the  omentum.  (3)  The  nipped  segment 
of  gut  remains  in  a  state  of  paralysis  from  acute  inflammation — 
"  laming  of  the  bowel."  (4)  Reduction  en  hissac,  or  the  sac  may 
have  been  hour-glass-shaped,  one  part  in  and  the  other  outside  the 
abdomen,  and  the  gut  is  simply  displaced  from  the  one  to  the 
other.  (5)  A  second  strangulated  hernia  may  exist  at  some  other 
aperture.  (6)  The  gut  may  have  ruptured  and  set  up  acute 
peritonitis ;  or  (7)  acute  peritonitis  may  have  been  set  up  without 
upture  of  the  sac.  (8)  Otlier  forms  of  displaced  hernia — (a)  Where 
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the  neck  of  the  sac  is  detached  from  the  internal  ring,  and  the 
hernia  thus  pushed  up  heneath  the  abdominal  wall,  the  gut  being 
still  strangulated  by  the  narrow  mouth  of  the  sac 3  and  {h)  where 
the  sac  and  the  gut  escape  into  the  subserous  fatty  tissue,  but  still 
strangulated.  Two  courses  are  open  to  the  Surgeon— either  to 
cut  down  upon  the  canal,  and  see  Avhat  has  gone  wrong,  or  else 
perform  laparotomy,  having  made  sure  of  the  absence  of  a  second 
hernia  and  peritonitis.  It  is  probably  better  to  open  the  canal  in 
the  inguinal  region,  as  the  Surgeon  can  then  perform  the  radical 
cure,  as  well  as  relieve  existing  constrictions  and  adhesions. 

In  cases  of  reduction  en  Hoc,  the  late  Professor  Spence  taught 
that  if  the  hernia  could  be  brought  down  again  by  coughing,  it 
could  not  be  an  example  of  that  condition.  Mr  Bryant  states 
that  of  the  four  forms  of  displaced  hernia— (1)  reduction  en  masse, 

(2)  detachment  of  the  sac  and  peritoneum  from  the  internal  ring, 

(3)  cases  where  the  sac  bursts,  and  (4)  reduction  en  tissue, — the 
first  two  may  be  reduced,  forced  down  again  by  coughing,  and 
re-reduced  frequently.  It  is  most  difficult  to  be  quite  sure,  but 
absence  of  the  sudden  jerk  as  the  hernia  is  reduced,  and  the  return 
of  the  symptoms  of  strangulation  after  the  effect  of  the  chloroform 
has  passed  off,  should  put  the  Surgeon  on  his  guard,  and  will 
warrant  him  in  cutting  down  on  the  hernial  canal  and  exploring. 
This  is  better  than  opening  the  abdomen,  because  (1)  we  can 
with  more  certainty  and  greater  ease  find  the  constricted  hernia, 
(2)  judge  of  its  fitness  for  reduction  or  otherwise,  and  (3)  when 
actually  gangrenous,  or  doubtful,  it  can  be  dealt  with  more  satis- 
factorily than  when  the  abdomen  is  opened  in  the  middle  line. 

The  late  Professor  Spence,  however,  distinguished  two  varieties 
of  reduction  en  Hoc  or  en  masse.  The  true  reduction  "  en  Noc," 
where  it  is  reduced  completely  within  the  abdominal  parietes,  and 
no  effort,  such  as  coughing  or  sneezing,  can  make  it  re-appear, 
because  the  sac,  with  its  contents,  no  longer  corresponds  to  the 
opening  or  axis  of  the  canal,  as  it  is  pressed  aside  and  the  body 
flexed  on  the  neck,  altogether  out  of  the  line  of  the  canal.  The 
other  kind,  to  which,  I  think,  he  rather  applied  the  term  reduction 
"  en  mxisse,"  is  where  the  hernia  is  partially  pushed  back,  with  the 
constriction  unrelieved,  but  where  the  hernial  sac  and  contents 
still  lie  in  the  line  of  the  canal — the  fundus  still  occupying  the 
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upper  opening  of  the  canal,  and  the  body  still  corresponding  to 
its  axis.  In  this  case  a  cough  or  sneeze  may  easily  cause  "the 
hernia  to  come  "  down  with  a  bolt  en  masse."  This  is  most  apt 
to  happen  in  small  recent  femoral,  whether  reducuig  by  taxis,  or 
by  the  extra-peritoneal  method  of  operation,  unless  care  be  taken 
to  first  empty  the  sac  of  its  contents,  and  not  push  both  back 
together.  This  test  of  Spj^nce's  is  also  diagnostic  in  cases  where 
an  internal  strangulation  exists,  coincident  with  a  reducible  hernia;  » 
the  hernia  can  easily  be  made  to  reappear  in  this  case,  and  shows 
that  the  persistence  of  the  symptoms  must  be  due  to  something 
else  than  the  hernia. 

Taxis  in  Inguinal  Hernia.— In  the  oi^eration  of  taxis— that  is, 
reducing  the  hernia  by  manipulation— the  parts  should  be  relaxed 
as  much  as  possible;  and  for  this  purpose  the  shoulders  should  be 
raised  and  the  lower  extremities  flexed  at  the  hip  and  knee  and 
adducted.    By  this  means  the  fascia  lata,  which  is  attached  to 
Podpabt's  ligament,  is  slackened,  and,  of  course,  Poupart's  liga- 
ment itself,  and  in  this  way  also  the  walls  of  the  canal  are  relaxed. 
The  bladder  should  be  emptied  to  increase  the  capacity  of  the 
abdominal  cavity,  and  the  patient  should  be  made  to  keep  his 
mouth  open  and  breathe  freely,  to  relax  the  diaphragm  and  lessen"^ 
intra-abdominal  pressure;  further,  the  pelvis  should  be  a  little 
higher  than  ttfe  abdomen,  so  that  the  weight  of  the  intestines  may 
help  to  pull  m  the  protruded  gut.    The  neck  of  the  hernia  should 
be  steadied  with  one  hand,  while  pressure  is  made  in  the  direction 
of  the  canal  with  the  other,  with  gentle  lateral  motion,  if  need 
be.    By  gentle  compression  for  a  long  time  the  venous, and  serous 
contents  are  emptied  out,  which  will  also  be  aided  by  raising  the 
sac.    Taxis  must  not  be  carried  out  too  vigorously  or  for  too  loner 
a  period,  if  the  constriction  does  not  yield.    In  children,  it  is 
importa,nt  to  remember  that  the  canal  is  not  oblique. 

The  principal  Adjuvants  to  Taxis  are— (!)  A  large  enema, 
(2)  cold,  and  (3)  chloroform.  An  enema  is  useful  by  exciting 
peristalsis,  as  well  as  probably  lessening  the  total  contents  of  the 
abdomen.  Cold  must  only  be  used  for  a  short  time  in  recent 
hernije,  but  never  if  there  is  any  suspicion  of  gangrene;  it  calms 
and  relieves  the  local  irritation  and  congestion,  causes  the  vessels 
to  contract,  and  condenses  gases,  thereby  lessening  the  bulk  of  tbci' 
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protruded  part.  The  greatest  adjuvant  of  all,  liowever,  is  chloroform, 
but  before  giving  it,  gain  the  patient's  consent  to  an  operation,  if 
necessary;  this  -will  save  jnuch  valuable  time,  as  otherwise  it  will 
be  necessary  to  allow  him  to  recover  consciousness. 

RADICAL  CURE  OF  HERNIA. 

1.  A  Truss. — Professor  Chiene  strongly  insists  that  a  properly- 
fitting  and  properly-worn  truss  ought  to  be  a  radical  cure,  instead 
of  a  palUative  measure,  as  it  is  usually  called.  If  the  bowel  is 
prevented  from  ever  again  passing  down,  by  pressure  of  sufficient 
amount  and  at  the  same  time  properly  directed,  nature  will  do  the 
rest.  The  canal  has  a  natural  tendency  to  contract  and  close,  and 
it  is  only  the  occasional  passage  of  the  gut  that  prevents  it,  just  as 
the  occasional  passage  of  a  bougie  prevents  the  closure  of  a  urethral 
stricture.  A  properly  applied  and  properly  fitting  truss  constantly 
worn,  most  nearly  approaches  Nature's  method  of  cure.  The 
pressure  must  be  applied  directly  to  the  canal  and  the  internal 
abdominal  ring,  and  must  be  just  of  sufficient  amount  to  keep  up 
the  hernia;  if  it  be  too  powerful,  it  will  induce  atrophy  of  the 
walls  of  the  canal.  Pressure  over  the  external  ring  merely  prevents 
tlie  herpia  passing  into  the  scrotum.  All  that  is  wanted  is  to  allow 
the  neck  of  the  sac  to  close ;  this  is  specially  the  -case  in  children, 
where  the  natural  tendency  to  close  is  very  marked.  The  pressure 
must  not  be  nipple-shaped,  but  flat,  or  rather,  corresponding  to 
the  curve  of  the  abdominal  wall,  so  as  to  keep  the  walls  in  contact 
throughout  their  whole  extent.  The  pad  must  be  as  large  as 
possible,  provided  it  does  not  press  upon  the  spine  of  the  pubes, 
for  then  the  hernia  would  slip  out  beneath  it,  nor  must  it  interfere 
with  the  flexion  of  the  hip  joint,  lest  the  thigh,  when  flexed,  push 
up  the  pad.  It  should  be  light,  firm,  and  elastic,  and  well  fitted  ; 
ready-made  trusses  are  an  unmixed  evil.  It  must  pass  round  the 
hony  pelvis,  and  yet  be  out  of  reach  of  the  effects  of  contraction 
of  the  glutei.  It  must  be  worn  night  and  day,  or,  at  night,  a 
properly  applied  elastic  spica,  with  cotton  wool  below  it,  may  be 
used  if  the  truss  is  uncomfortable,  but  the  truss  must  be  put  on 
before  the  patient  gets  out  of  bed  in  the  morning,  oi-  even  before 
he  assumes  the  sitting  posture;  a  special  gum-elastic  truss  must 
be  worn  when  taking  a  batli.    The  objection  to  the  comtant  use  of 
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a  truss  is  that  the  continuous  pressure  causes  atrophy  of  the  walls 
of  the  canal;  some,  therefore,  advise  that  it  should  be  taken  off 
during  the  evening  or  night,  to  make  the  pressure  intermiUent. 
In  almost  every  case,  and  certainly  always  in  children,  a  double- 
headed  truss  should  be  used.  Femoral  hernia  is  the  Avorst  to 
manage,  as  it  is  very  difficult,  or  almost  impossible,  to  press  on 
the  neck  of  the  sac ;  in  these  cases  an  "  opposite-sided"  truss 
(Salmon  &  Ody),  or  Spence's  triangular  pad,  must  he  used.  In 
fitting  a  truss  on  a  child,  remember  that  the  canal  is  not  oblique, 
but  straight  in  above  the  crest  of  the  pubes.  If  the  truss  allows 
the  hernia  to  slip  through  beneath  it,  instead  of  being  a  safeguard, 
it  is  an  additional  source  of  danger.  Unless  the  truss  fits  well  and 
keeps  up  the  hernia,  the  patient  is  far  safer  without  it. 

Measurements  and  Directions  to  be  sent  to  the  instrument 
IV1al<ep  in  regard  to  a  Truss.— It  is  better  always  to  send  the 
patient,  if  possible,  both  to  be  measured  and  to  get  it  "  fitted  on  " 
afterwards.  If  this  be  inconvenient,  or  impossible,  then  (1)  take  the 
circumference  of  the  body  one  inch  below  the  iliac  crests,  or  midway 
between  the  great  trochanter  and  the  anterior  superior  iliac  spine, 
the  tape  being  carried  from  the  lower  lumbar  spines,  and  then  sloping 
down  to  the  symphysis  pubis.  Instrument  makers  state  that  this 
is  sufficient  for  single  or  double-headed  spiral  trusses,  and  for  the. 
double-headed  Salmon  &  Ody  truss.  For  the  single-headed  spiral 
truss,  however,  it  is  probably  also  as  well  to  send  (2)  the  dis- 
tance between  the  anterior  superior  spine  and  the  hernial  orifice. 
(3)  State  whether  the  hernia  is  single  or  double,  and  if  single, 
whether  it  is  on  th&  right  or  left  side.  (4)  State  the  nature  of 
the  hernia,  whether  inguinal  or  femoral,  and  give  some  idea  of  its 
size.  (5)  Take  a  rigid  cast  of  one  or  both  sides  of  the  pelvis  by 
means  of  a  strip  of  lead,  or  a  flattened  gas-pipe ;  and  if  this  cast 
cannot  be  sent  as  it  is,  then  take  a  fidl-sized  outhne  of  it  on  a 
sheet  of  pajDer  and  send  that.  This  is  of  great  value,  because  it 
shows  the  shape  of  the  pelvis,  whether  it  is  flattened  or  rounded; 
and  if  the  cast  can  be  sent  it  will  also  show  the  requisite  amount 
of  spiral  or  bevel  to  give  the  spring.  (6)  Lastly,  send  a  rough  sketch, 
showing  the  hernial  orifices,  pubic  spine,  PourART's  ligament,  and 
the  anterior  superior  iliac  spine,  and  mark  upon  it  the  exact  place 
Avhere  the  pad  should  press. 
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In  the  single-headed  Salmon  &  Ody  ("opposite-sided  truss"), 
in  addition  to  the  total  circumference  of  the  body,  send  also  the 
distance  between  the  spines  of  the  vertebras  and  the  hernial  orifice, 
tlie  tape  being  carried  round  the  opposite  side  of  the  pelvis. 

The  patient  should  be  told  (1)  that  the  truss  must  be  worn 
constantly;  (2)  that  it  must  always  be  adjusted  while  he  is  in  the 
recumbent  position;  (3)  that  he  should  have  a  duplicate  truss, 
in  case  of  accident,  or  for  repairs;  and  (4)  that  he  should  have  a 
special  bathing  truss. 

In  infants,  one  of  the  best  and  most  effective  of  trusses  for 
inguinal  hernia  is  an  ordinary  skein  of  worsted,  twenty-two  inches 
long,  and  consisting  of  twenty  threads.  The  end  passing  round 
the  side  opposite  from  the  hernia  is  held  at  the  seat  of  the  hernia, 
while  the  other  end  is  passed  through  the  loop  at  this  point,  is 
then  made  to  encircle  the  thigh,  from  before  backwards,  upwards, 
and  outwards,  and  is  then  fastened  to  the  waist  part. 

To  Test  the  Truss. — The  patient  should  sit  on  the  edge  of  a 
chair,  with  his  legs  widely  apart,  his  body  bent  forwards,  and  then 
cough  forcibly. 

2.  Wood's  Operation  for  Inguinal  Hernia  (188.5).— Mr  Wood 
thus  describes  the  operation: — The  instruments  required  are— 
(1)  A  tenotomy  knife;  (2)  a  semi-circular  needle,  mounted  on  a 
stout  handle,  flattened  at  the  eye,  with  a  sharp  point  and  blunt 
.shoulders,  formed  so  as  to  slip  along  the  front  of  the  curved 
forefinger;  with  (3)  about  a  foot  of  tendon,  or  wire,  as  thick  as 
stout  twine.  The  patient  is  laid  on  his  back  Avith  his  shoulders 
raised.  The  scrotum  and  pubes  are  shave'd  and  cleaned  with 
carbolic  lotion,  and  all  other  ordinary  antiseptic  precautions  arc 
taken.  The  hernia  being  reduced,  a  small  incision,  about  three- 
quarters  of  an  inch  long,  is  made  with  the  tenotomy  knife  over 
the  cord,  and  parallel  with  it,  just  below  the  pubic  crest.  This  is 
carried  down  to  the  sac,  any  bleeding  vessel  being  secured  as  it  is 
cut.  Tlic  finger  is  then  passed  into  the  canal,  as  far  as  the  internal 
ring,  carrying  the  sac  invaginated  before  it.  At  the  inner  side  the 
conjoined  tendon  can  be  felt  and  the  finger  passed  behind  it.  The 
needle  is  then  carried  along  the  finger  until  its  point  can  bo  felt 
behind  the  conjoined  tendon,  through  which  it  is  pushed  so  as  to 
project  beneath  the  skin.    Tlie  integuments  are  then  drawn  well 
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over  to  the  inner  side  and  the  needle  pushed  through  the  skin. 
The  needle  is  then  threaded  with  the  tendon  suture,  or,  if  wire  be 
used,  a  bend  at  the  end  of  it  is  hooked  on.  The  needle  is  then 
witlidrawn  at  the  scrotal  wound  and  the  suture  detached,  leaving 
about  six  inches  projecting  from  the  puncture  in  the  abdominal 
wall.  The  finger  is  then  passed  behind  Poupart's  ligament,  the 
spermatic  cord  felt  for  and  pushed  aside.  The  point  of  the  finger 
is  then  carried  close  to  the  ligament,  along  the  groove  of  the  outer 
pillar  of  the  external  ring,  to  a  point  opposite  the  internal  ring; 
the  needle  is  then  passed  through  the  aponeurosis  of  the  external 
oblique,  and,  by  drawing  the  skin  well  outwards,  is  made  to  appear 
at  the  puncture  already  made.  The  end  of  the  suture  which  is 
projecting  from  the  puncture  is  then  attached  to  the  needle,  which 
is  draAvn  out  at  the  scrotal  wound. 

There  is  thus  a  loop  left  projecting  at  the  puncture  on  the 
abdominal  wall,  and  two  free  ends  from  the  scrotal  wound.  The 
needle  is  then  carried  from  the  scrotal  wound  across,  behind  the 
sac,  betAveen  it  and  the  cord,  the  latter  being  isolated  and  drawn 
backwards  with  the  finger  and  thumb  of  the  left  hand  while  the 
needle  is  being  passed,  as  in  the  operation  for  varicocele.  The  end 
of  the  suture,  which  passes  through  the  conjoined  tendon,  is  then 
attached  to  the  eye  of  the  neecUe,  and  drawn  through  between  the 
cord  and  the  sac.  If  the  hernia  be  large  and  the  ring  wide,  the 
needle  is  now  to  be  passed  agam  from  the  scrotal  Avound  through 
the  end  of  Poupakt's  ligament,  just  above  the  pubic  spine,  and 
then  carried  through  the  inner  pillar  of  the  ring  and  the  triangular 
fascia  close  to  the  os  pubis,  at  the  edge  of  the  rectus  muscle.  The 
outer  edge  of  the  suture,  that  passing  through  the  outer  pillar  of 
the  ring,  is  tlien  connected  with  the  needle  and  drawn  across,  so  as 
to  lace  up  the  canal  like  a  boot. 

If  a  tendon  suture  is  used,  the  ends  are  uoay  drawn  firmly 
downwards  at  the  scrotal  wound,  by  which  the  loop  projecting  at 
the  puncture  in  the  abdominal  wall  will  be  drawn  in  beneath  the 
skin.  The  free  ends  are  then  secured  firmly  by  a  reef-knot,  cut 
short,  and  buried  in  the  wound.  A  short  drainage  tube  is  then 
inserted,  reaching  to  the  external  ring,  and  an  antiseptic  dressing 
applied.  If  aU  goes  well  the  wound  heals  by  first  intention,  and 
the  tendon  suture  is  gradually  absorbed. 
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If  a  wire  is  used  a  loop  is  left  at  tlie  puncture  in  the  abdominal 
wall;  the  lower  ends  are  twisted  down  into  the  scrotal  aperture, 
the  upper  loop  drawn  upon  so  as  to  tighten  the  wire,  and  held  firm 
by  two  or  three  twists  down  into  the  puncture.  The  bight  of  the 
upper  loop  is  then  bent  downwards  to  meet  the  ends  bent  upAvards; 
these  are  curved  into  the  form  of  a  hook  to  fasten  on  the  loop.  A 
firm  pad  of  lint  is  placed  on  the  shin  under  the  arch  thus  formed, 
and  a  broad  spica  bandage  secures  the  whole.  No  drainage  is 
required.  The  wire  is  removed  in  a  week  or  ten  days.  The  lower 
end  is  first  untwisted  and  the  ends  stretched  to  take  out  the  spiral 
twist,  and  then  cut  short.  Traction  on  the  loop  will  then  usually 
bring  the  wire  out  in  one  piece,  but  if  there  is  any  diflficulty,  the 
loop  must  be  untwisted  and  the  two  pieces  removed  separately. 
This  operation  is  said  to  be  best  fitted  for  cases  of  recent  hernia  in 
young  healthy  subjects. 

3.  Spanton's  Method. — He  closes  the  canal  by  screwing  in, 
from  above  downwards,  an  instrument  closely  resembling  an 
ordinary  corkscrew,  after  invaginating  a  portion  of  the  sub- 
cutaneous tissue  of  the  scrotum  and  sac,  as  in  Wood's  method, 
the  finger  in  the  canal  protecting  the  cord.  It  is  left  in  from 
seven  to  ten  days.  The  weak  point  of  this  method  is  that  the  sac 
is  not  removed. 

4.  At  the  present  time,  however,  the  operations  for  the  radical 
cure  usually  include  Ligature  of  the  Neck  of  the  Sac,  flush  with 
the  interior  of  the  abdomen,  as  the  principal  part  of  the  operation. 
The  sac  may  then  be  cut  off,  and  the  ligatured  opening  allowed  to 
slip  back  into  the  abdomen;  the  walls  of  the  canal  and  the  external 
ring  are  then  drawn  together  by  silver  wire,  silk,  or  catgut  sutures, 
taking  care  to  leave  sufficient  room  at  the  lower  part  for  the  cord 
to  pass  without  compression.  The  above  should  always  form  part 
of  any  operation  for  the  relief  of  strangulated  or  irreducible  hernia. 
The  hernia  is  exposed,  the  sac  opened,  the  contents  reduced,  the 
neck  of  the  sac  freed  and  tied  up  as  high  as  possible,  and  then  the 
sides  of  the  ring  and  inguinal  canal  stitched  together.  Should  the 
sac  be  left,  and  the  wound  be  kept  aseptic,  a  drainage  tube  will  not 
be  required,  as  the  serous  membrane  wiU  absorb  all  that  is  necessary 
to  be  got  rid  of ;  but  even  when  it  is  cut  off,  the  proximity  of  the 
tunica  vaginalis  of  the  testicle  will  also  perform  the  function  of 
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a  drainage  tube,  always  provided,  of  course,  that  tlie  wound  be 
aseptic.  Professor  Annandale  passes  a  drainage  tube  through,  the 
bottom  of  the  scrotal  tissues. 

This  operation  was  first  performed  by  Professor  Annandale,  in 
the  beginning  of  1872,  in  a  case  of  strangulated  femoral  hernia. 
The  method  he  then  used  was  to  expose  the  sac,  open  it,  reduce 
the  hernia,  separate  the  sac  as  high  up  as  the  internal  opening, 
and  tie  it  with  strong  catgut  as  close  to  the  general  peritoneal 
cavity  as  possible.  The  ligatured  sac  was  then  fixed  by  catgut 
sutures  at  the  abdominal  orifice  of  the  canal,  to  act  as  a  plug. 
The  rest  of  the  sac  below  tliis  was  removed. 

Nearly  every  Surgeon  performs  this  operation  in  a  slightly 
difl'erent  way.  Professor  Chiene  transfixes  the  neck  of  the  sac  as 
high  up  as  possible,  with  a  long  double  ligature  of  strong  catgut, 
and  then  ties  it  in  two  halves.  The  two  halves  are  then  tied 
together,  and  when  this  is  done  there  are  four  free  ends — two  on 
the  inner,  and  two  on  the  outer  side ;  these  ends  are  then  used 
as  stitches  for  drawing  the  walls  of  the  canal  together  —  thus 
matting  catoal,  sac,  and  all  into  one  mass,  which  effectually  plugs 
up  the  aperture  in  question.  Two  of  the  ends  are  used  to  fix  the 
ligatured  sac  in  position,  the  other  two  are  used  to  bring  the  AvaUs 
of  the  canal  together,  and  after  this  the  two  pairs  of  ends  are 
tied  together.  In  this  way  there  is  a  triple  obstacle  to  a  future 
hernia — (1)  The  ligatured  sac,  (2)  the  ligatured  end  plugging  the 
upper  opening  of  the  canal,  and  (3)  tlie  matting  of  the  -walls  of 
the  canal  together. 

Mr  Ball  isolates  the  sac,  grasps  its  neck  with  a  broad  pair 
of  catch  forceps,  and  twists  it  by  four  or  five  revolutions  of  the 
forceps,  and  then  ties  it  as  high  up  as  possible. 

llr  Barker,  after  freeing  the  neck  of  the  sac,  passes  a  double 
ligature  round  it,  and  ties  it  in  two  places,  and  then  divides  it 
between  the  ligatures.  The  upper  part  is  then  jniUed  up,  by 
means  of  sutures,  to  plug  the  internal  opening;  the  lower  part  of 
the  sac  is  not  removed.  By  this  means  the  risk  of  sloughing  or 
other  injury  of  the  testicle  is  avoided. 

The  operation,  in  one  of  its  many  forms,  where  the  neck  of  the 
sac  is  tied,  is  to  be  preferred  to  the  older  and  more  complicated 
operations,  for  various  reasons: — (1)  Its  ease  of  performance; 
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(2)  the  greater  permanency  of  tlie  cure ;  (3)  it  gets  rid  of  the  sac, 
which  is  the  chief  cause  of  the  persistency  of  any  hernia;  (4)  it 
resembles  more  closely  Nature's  method  of  cure,  by  closing  the  sac 
and  canal,  not  corking  them ;  (5)  it  restores  the  abdomen  to  its 
'  natural  condition,  merely  leaving  a  dimple  or  scar,  which  tends  to 
disappear,  at  the  site  of  the  internal  ring — so  that  if  hernia  is 
reproduced,  the  ncAV  hernia  has  all  the  work  of  sac  formation  to 
do  over  again.  Dr  Macewen,  instead  of  leaving  a  dimple,  aims  at 
making  a  projection  over  the  internal  ring. 

It  is  doubtful  if  any  form  of  "  radical "  cure  will  be  constantly 
and  always  "  radical ; "  it  is  always  better  and  safer  to  wear  a  lirjlit 
well-fitting  truss.  The  advantage  of  an  operation  is,  that  it  will 
make  the  truss  certain  of  keeping  up  the  hernia. 

The  radical  cure  may  be  required  for— (1)  Irreducible  hernia, 
because  the  patient  is  in  constant  danger,  for  (a)  it  may  become 
inflamed,  (&)  it  may  become  obstructed,  and  (<;)  it  may  become 
straugiUated ;  the  operation  is  performed  therefore  to  save  the 
patient  from  these  risks.  (2)  In  reducible  hernia  that  cannot  be 
kept  up  by  a  truss.  The  operation  in  this  case  is  easier,  because 
the  hernia  is  first  reduced  and  kept  in  the  abdomen,  while  the 
sac  is  exposed  and  opened,  without  the  risk  of  wounding  the 
contents  of  the  hernia.  (3)  For  strangulated  hernia,  because  the 
same  incision  does  for  both  operations — relief  of  strangulation  and 
the  performance  of  the  radical  cure.  For  the  first  tAvo  conditions, 
the  time  of  operation  may  be  chosen;  and  one  should  therefore  see 
that  the  health  of  the  patient  is  good,  csiJecially  that  there  is  no 
acute  cough,  from  any  cause.  Antiseptic  precautions  are  specially 
important  in  this  operation. 

r  i 

RESUME  of  the  operation  for  strangulated  hernia,  with  the 
radical  cure : — 

1.  The  patient  is  laid  on  his  back,  his  shoulders  raised 

somewhat,  and  the  knee  of  the  affected  side  bent  over 
a  pillow.  Empty  the  bladder,  shave  and  wash  the  seat 
of  the  operation. 

2.  An  incision  of  sufficient  length  is  made  over  the  neck 

of  the  sac,  by  pinching  up  the  skin  and  subcutaneous 
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tissue  at  right  angles  to  the  line  of  incision,  and  trans- 
fixing it,  with  the  back  of  the  knife  towards  tlie  sac ; 
secure  the  superficial  external  pudic  artery.  In  cases- 
of  gangrene,  or  where  the  parts  are  much  matted  by 
inflammatory  action,  this  method  cannot  be  followed, 
and  one  must  dissect  carefully  downwards  in  the  usual 
manner. 

3.  Now  divide  the  aponeurosis  of  the  external  oblit^ue  by 

opening  it  at  the  lower  part,  and  then  extending  the 
incision  to  the  full  extent  of  the  skin  wound,  by  a  probe- 
pointed  bistoury,  tlu-ougli  the  inter-coliminar  fascia. 

4.  Next  open  the  cremasteric  fascia,  by  raising  it  with  a  pair 

of  dissecting  forceps,  making  a  small  opening  in  it,  as 
if.  it  were  the  sheath  of  an  artery;  then  introduce  a 
Hat  director,  and  slit  it  and  the  edge  of  the  internal 
^oblique  open. 

"fascia  propria"  is  now  exposed  and  must  be 
W   treated  in  the  same  way,  but  very  carefully,  as  it 
immediately  overlies  and  envelops  the  sac,  and  has 
almost  the  same  shape  as  the  sac,  more  especially  in 
femoral  hernia. 

6.  The  sac  must  now  be  isolated ;  if  small,  the  entire  sac 

may  be  freed;  but  if  large,  the  neck  only  may  be 
cleared;  and,  in  any  case,  any  extra-peritoneal  con- 
striction should  be  divided  if  possible ;  if  not,  the  sac 
should  be  opened  and  the  constriction  divided  from 
Avithin. 

7.  To  open  the  sac,  pinch  up  a  part  of  its  wall  between  the 

finger  and  thiunb,  when  it  will  be  possible  to  rub  the 
opposed  surfaces  together,  or  feel  if  there  is  anytliing 
gliding  under  the  supposed  sac;  then  raise  a  small 
point  between  the  finger  and  thumb  or  by  the  dissect- 
ing  forceps,  and  cut  a  small  part  of  it  horizontally,  and 
then  enlarge  upwards  and  downwards  on  a  flat  director. 
"When  the  hernia  is  small,  the  sac  should  be  opened  at 
.  the  lower  part,  as  there  is  usually  a  small  collection  of 
fluid  there  which  protects  the  gut;  in  large  hernia, 
open  over  the  neck  of  the  sac.    In  reducible  hernia 
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and  incarcerated  non-strangulated  hernia  there  is  no 
fluid  in  the  sac.  When  the  sac  is  opened  some  fluid 
usually  escapes,  and  it  is  customary  to  smell  this  fluid, 
as  it  Avill  indicate  to  some  extent  the  state  of  the  gut. 
The  gut  -will  be  recognised  by  its  smooth  glistening 
appearance  and  transverse  ramifying  arteries. 

8.  Introduce  the  du-ector  and  notch  the  tight  margin  with 

the  bistoury,  its  edge  being  directed  upwards;  with- 
draw the  director,  introduce  tl^e  finger  and  divide  the 
deeper  part  of  the  constriction,  with  the  finger  as  guide, 
keeping  the  edge  of  the  knife  in  the  same  direction  as 
before. 

9.  Disengage  the  gut,  draw  it  gently  down,  so  that  the 

constricted  point,  and  especially  the  part  immediately 
above  it,  can  be  examined  and  its  fitness  for  reduction 
judged  of.  The  principal  points  to  note  are,  the  colour, 
gloss,  and  smell ;  the  most  important  is  the  gloss;  if 
this  is  lost,  the  prognosis  is  grave.  If  in  doubt,  having 
divided  the  constriction,  leave  the  gut  opposite  the 
wound ;  if  not,  reduce  it,  following  it  with  the  finger 
right  into  the  abdominal  cavity,  so  as  to  make  sure 
that  it  is  properly  reduced. 

10.  After  this,  separate  the  neck  of  the  sac,  as  high  in  the 

canal  as  possible ;  should  the  hernia  be  congenital, 
this  will  be  difficult,  as  it  practically  forms  part  of  the 
spermatic  cord. 

1 1.  Tie  the  neck  of  the  sac,  with  "fascia  jjro^jria'"  round  it, 

high  up,  flush  with  the  interior  of  the  abdomen,  with 
strong  catgut  ligature.  The  part  below  the  ligature 
may  or  may  not  be  removed. 

1 2.  Lastly,  stitch  the  waUs  of  the  canal  together  with  catgut, 

but  leaving  enough  room  for  the  cord  to  pass  below 
without  being  compressed ;  stitch  the  external  wound, 
introduce  a  drainage  tube,  and  dress. 
It  will  be  observed,  therefore,  that,  from  a  Surgeon's  point 
of  view,  there  are  but  five  structures  to  divide,  viz. — (1)  Skin 
and  fascia,  (2)  external  oblique,  (3)  cremasteric  fascia,  (4)  "fascia 
propria,"  and  (5)  sac. 
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MACEWEN'S  OPERATION. 

Preparation  of  the  Parts  prior  to  the  Operation.— Before 
operating,  the  hair  of  the  pubes  and  neighbouring  parts  is  closely 

Fig.  190. 
Macewen's  Needles. 


Needles,  Riglit  and  Left,  used  in  oi^eration  for  Radical  Cure  of  Hernia.  The 
handle  sind  blade  are  coutimious,  being  made  from  one  piece  of  steel. 
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shaved;  the  skin  is  washed  with  soap  and  water,  a  nail  brush 
being  employed  for  this  purpose.  After  drying,  turpentine  is 
smeared  over  the  parts  to  remove  any  grease  which  may  remain, 
a  little  methylated  spirit  clearing  away  the  turpentine,  and  leaving 
the  skin,  in  a  good  condition  for  operating.    The  parts  are  then 


Fig.  191. 
Site  of  Incision. 


The  Dark  Line  shows  Site  of  Incision,  exposing  External  Opening  of 

Inguinal  Canal. 

covered  with  a  portion  of  lint,  saturated  with  an  antiseptic  solution, 

until  the  patient  is  placed  under  the  influence  of  an  anaesthetic. 
AVhen  the  patient  has  been  anassthetised,  the  limb  on  the  side 
the  hernia  is  flexed  at  the  knee  by  a  pillow,  which  is  placed 

iinder  the  latter.  An  assistant,  whose  duty  it  is  to  retract  the  parts, 

stands  at  the  opposite  side  of  the  Surgeon. 
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Hernia  Needles  (Fig.  190).— The  needles  found  to' be  most  use- 
ful for  the  insertion  of  the  stitch  into  the  inguinal  canal  are  figured 
here,  one  being  used  for  passing  the  thread  from  right  to  left,  the 
otlier  from  left  to  right.  They  are  serviceable  for  many  other  pur- 
poses, sucli  as  for  inserting  sutures  through  broad  ovarian  pedicles, 

Fig.  192, 
Separating  the  Peritoneum. 


Showing  Finger  inserted  through  Inguinal  Canal,  sejiarating  the  Peritoneum 
from  Abdominal  Aspects  of  Circumference  of  Internal  King. 

or  through  masses  of  omentum  which  are  about  to  be  removed. 
Wood's  needle  might,  however,  be  employed  for  aU  the  sutures, 
except  the  double  one  introduced  into  the  conjoint  tendon. 

Operation. — After  having  reduced  the  bowel,  make  an  incision 
sufficient  to  expose  the  external  abdominal  ring  (Fig.  191). 
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An  exploration  of  the  sac  and  its  contents  is  then  made,  and 
the  finger  introdnced  through  the  canal  examines  the  abdominal 
aspects  of  the  internal  ring  and  the  relative  position  of  the 
epigastric  artery.  The  operation  may  then  be  divided  into  two 
parts,  the  one  relating  to  the  establishment  of  a  pad  on  the 
abdominal  aspects  of  the  internal  ring,  the  other  to  the  closnre  of 
the  inguinal  canal. 

The  steps  of  the  operation  are  as  follows  : — 

1.  The  Formation  of  a  Pad  on  the  Abdominal  Surface  of  the 
Circumference  of  the  Internal  Ring.— («)  Free  and  elevate  the 
distal  extremity  of  the  sac,  preserving  along  with  it  any  adipose 
tissue  that  may  be  adherent  to  it ;  when  this  is  done  pull  down 

Fig.  193. 
Treatment  of  Sac. 


The  Sac  transfixed  and  dra\vri  into  a  Series  of  Folds. 

the  sac,  and,  while  maintaining  tension  upon  it,  introduce  the 
index  finger  into  the  inguinal  canal,  separating  the  sac  from  the 
cord  and  from  the  parietes  of  the  canal.  (&)  Insert  the  index 
finger  outside  the  sac  tiU  it  reaches  the  internal  ring;  there 
separate  with  its  tip  the  peritoneum  for  about  half-an-inc°h  round 
the  whole  abdominal  aspects  of  the  circumference  of  the  ring 
(Fig.  192).  (r)  A  stitch  is  secured  firmly  to  the  distal  .extremity 
of  the  sac.  The  end  of  the  thread  is  then  passed  in  a  proximal 
direction  several  times  through  the  sac,  so  that  when  pulled  upon 
the  sac  becomes  folded  upon  itself  like  a  curtain  (Fig.  193)  ' 
The  free  end  of  this  stitch,  threaded  on  a  hernia  needle,  is 
introduced  through  the  canal  to  the  abdominal  aspect  of  the  fascia 
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transversalis,  and  there  penetrates  the  anterior  abdominal  wall, 
about  an  inch  above  the  upper  border  of  the  internal  ring.  The 
woimd  in  the  skin  is  pulled  upwards,  so  as  to  allow  the  point 
of  the  needle  to  project  through  the  abdomiiial  muscles  without 
penetrating  the  skin  (Fig.  194). 


Fig.  194. 
Thread  introduced  to  pull  up  Sac. 


The  Hernia  Needle  canyiiig  tlie  Thread  from  the  upper  portion  of.  the  Sac 
through  the  Abdominal  Muscles  from  behind  forward,  about  an  inch  above 
the  Internal  Ring. 

The  thread  is  relieved  from  the  extremity  of  the  needle, 
when  the  latter  is  withdrawn.  The  thread  is  pulled  through  the 
abdominal  wall,  and  when  traction  is  made  upon  it,  the  sac, 
wrinkling  upon  itself,  is  thrown  into  a  series  of  folds,  its  distal 
extremity  being  drawn  furthest  backwards  and  upwards.  An 
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assistant  maintains  traction  upon  the  stitch  until  the  introduction 
of  the  sutures  into  the  inguinal  canal,  and  when  this  is  completed, 
the  end  of  the  stitch  is  secured  by  introducing  its  free  extremity 
several  times  through  the  superficial  layers  of  the  external  oblique 
muscles.  A  pad  of  peritoneum  is  thus  placed  upon  the  abdominal 
side  of  the  internal  opening,  where,  owing  to  the  abdominal  aspect 
of  the  circumference  of  the  internal  ring  having  been  refreshed, 
new  adhesions  may  form  (Fig.  195). 

2.  Closure  of  the  Inguinal  Canal.  —  The  sac  having  been 
returned  into  the  abdomen  and  secured  to  the  abdominal  circum- 
ference of  the  ring,  this  aperture  is  closed  in  front  of  it  in  the 
following  manner: — The  finger  is  introduced  into  the  canal,  and  lies 

Fig.  195. 
Sac  in  New  Position. 


Pad  covering  Abdominal  Aspect  of  Internal  Ring. 

between  the  inner  and  lower  borders  of  the  internal  ring,  in  front 
of  and  above  the  cord.  It  makes  out  the  position  of  the  epigastric 
artery,  so  as  to  avoid  it.  The  threaded  hernia  needle  is  then 
introduced,  and,  guided  by  the  index  finger,  is  made  to  penetrate 
tlie  conjoint  tendon  in  two  places;  first,  from  without  inwards, 
near  the  lower  border  of  the  conjoint  tendon;  second,  from  within 
outwards,  as  high  up  as  possible  on  the  inner  aspects  of  the  canal. 
This  double  penetration  of  the  conjoint  tendon  is  accomplished  by 
a  single  screw-like  turn  of  the  instrument  (Fig.  196).  One  single 
thread  is  then  Avithdrawn  from  the  point  of  the  needle  by  the 
index  finger,  and  when  this  is  accomplished,  the  needle,  along  with 
the  other  extremity  of  the  thread,  is  removed.  The  conjoint  tendon 
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is  therefore  penetrated  twice  by  this  thread,  and  a  loop  left  on  its 
abdominal  aspect  (Fig.  197). 

Secondljf,  the  other  hernia  needle,  tlireaded  with  that  portion 
of  the  stitch  which  conies  from  the  lower  border  of  the  conjoint 


Fig.  196. 
Conjoint  Tendon. 


The  threaded  Hernia  Needle  making  double  penetration  of  Conjoint  Tendon. 

tendon,  guided  by  the  index  finger  in  the  inguinal  canal,  is 
introduced  from  within  outwards,  through  Poupaet's  ligament, 
wliich  it  penetrates  at  a  point  on  a  level  with  the  lower  stitch  in 
the  conjoint  tendon  (Fig.  198).  The  needle  is  then  completely 
freed  from  the  thread  and  withdrawn. 
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Thirdly,  tlie  needle  is  now  threaded  with  that  portion  of  the 
catgnt  Avhich  protrudes  from  the  npper  border  of  the  conjoint 
tendon,  and  is  introduced  from  within  outwards  through  the 
transversalis  and  internal  oblique  muscles,  and  the  aponeurosis  of 
the  external  oblique,  at  a  level  corresponding  with  that  of  the 


Fig.  197. 
Loop  in  Conjoint  Tendon. 


upper  stitch  in  the  conjoint  tendon..  It  is  then  quite  freed  from 
the  thread  and  withdrawn  (Fig.  199). 

There  are  now  two  free  ends  of  the  suture  on  the  outer  surface 
ot  the  external  obliciue,  and  these  are  continuous  with  the  loop 
on  the  abdominal  aspect  of  the  conjoint  tendon.    To  complete 
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the  suture,  tlie  two  free  ends  are  drawn  tightly  together  and  tied 
in  a  reef-knot.    This  unites  firmly  the  internal  ring.        .  ^  ^  ,  , 
In  order  to  avoid  compression  of  the  cord,  which  might  lead 
to  serious  emharrassment  and  sloughing  or  ultimate  atrophy  of 

Fig.  198. 
External  Pillar. 


Tln-ead  from  Lower  Border  of  CoBjoiut  Toulon  being  carried  through 
Outer  Pillar  of  Internal  Ring. 

the  testicle  it  ought  to  he  examined  hefore  tightening  each  stitch. 
The  c   d  -      to  lie  behind,  and  below  the  sutures,  and  he  redy 
in  the  canal      It  is  advisable  to  introduce  all  the 
movable  m  tlio  cauai.  .  „    ,  When  this 

necessary  sutures  before  tightening  any  of  them.  A^ 
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is  done,  they  might  ull  be  experimeutally  drawn  tight,  and 
maintained  so,  wliile  the  oijerator's  finger  is  introduced  into  the 
canal  to  ascertain  the  result.  If  satisfactory,  they  are  then  tied, 
be<  ginning  Avith  the  one  at  the  internal  ring,  and  taking  up  in 


Fig.  199. 
Thread  Ready  for  Tying. 


In  Figures  192,  194,' 196,  197,  198,  and  199,  the  Skin  and  Cellular  Tissue 
IS  redectcd  u,  a  Jlap,  and  the  External  Oblique  is  opened  up  in  such  a  way 
as  to  expose  tlie  inteiior  of  the  Canal  and  the  Internal  Ring. 

order  any  others  which  may  have  been  introduced.  In  the  great 
majority  of  cases  the  stitcli  in  tlie  internal  ring  is  all  that  is 
re(|uirod. 

During  the  operation  the  skin  is  retracted  from  side  to  side,  to 
bring  the  parts  into  view,  and  to  enable  the  stitches  to  be  lixod 
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suljcutaneously.  When  the  retraction  is  relieved,  the  skiu  falls 
into  its  normal  ijosition,  tlie  woimd  Ijeing  opposite  the  external 
ring.    The  operation  is  therefore  partly  subcutaneous. 

When  the  canal  has  been  brought  together,  a  decalcified 
chicken-bone  drainage  tube  is  placed  with  its  one  extremity  next 
the  external  ring,  the  other  projecting  just  beyond  the  lower 
border  of  the  external  wound.  A  few  chromic  gut  sutures  are 
then  introduced  along  the  line  of  skin  incision. 

Dressing  the  Wound. — Iodoform  is  dusted  over  the  wound, 
the  interstices  of  the  scrotum,  and  its  junction  with  the  thigh.  A 
sublimated  wood-wool  pad  is  applied,  held  in  position  by  an  aseptic 
bandage.  As  a  rule,  a  portion  of  elastic  webbing  is  placed  over  the 
margins  of  the  pad  to  secure  it  firmly.  As  the  patient  is  laid  in 
bed,  a  pillow  is  placed  under  his  knees,  while  his  shoulders  are 
slightly  raised,  so  as  to  relax  the  tissues  about  the  canal. 

After  Treatment, — The  rectal  temperature  is  taken  night  and 
morning,  and  at  the  same  time  the  dressings  are  inspected.  The 
dressings  are  left  undisturbed  from  fonrteen  to  twenty-one  days, 
unless  they  arc  previously  stained  or  the  temperature  is  abnormally 
high.  On  their  removal  at  the  end  of  that  period,  the  wound  is 
found  healed;  the  extremity  of  the  decalcified  drainage  tube  -which 
projected,  beyond  the  margin  of  the  slcin  is  seen  to  lie  loose  on  the 
dressings  along  with  the  external  portion  of  the  majority  of  the 
superficial  stitches.  A  fresh  pad  is  applied  to  maintain  pressui-e 
over  the  part.  From  four  to  six  weeks  after  the  operation  the 
patient  is  allowed  to  rise  from  bed,  but  he  is  not  permitted  to  work 
until  the  end  of  the  eighth  week.  He  is  further  advised  not  to  lift 
heavy  weights  until  the  end  of  the  third  month  at  the  very  earliest. 
Adults  engaged  in  laborious  occupations  are  advised  to  wear  a 
bandage  and  pad  as  a  precautionary  measure.  Those  who  are  not 
so  engaged  are  not  required  to  wear"  a  belt  except  when  of  very 
lax  habit.  All  are  recommended  not  to  over-strain  themselves. 
In  the  majority  of  children  (six  to  fourteen  years)  the  closure  is  so 
complete  and  firm  that  further  treatment  by  pad  or  belt  is  quite 
unnecessary. 

In  Congenital  Inguinal  Hernia  the  sac  is  first  isolated  from 
the  cord.  As  this  structure  is  generally  intimately  connected 
Avith  the  posterior  surface  of  the  sac,  often  by  close  organic 
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adhesion,  the  sac  should  be  divided  longitudinally  by  two 
parallel  incisions,  one  on  each  side  of  the  cord,  and  the  latter 
permitted  to  lie  behind  clear  of  the  sac.  The  isolated  sac 
should  then  be  divided  transversely  about  an  inch  above  the 
testicle.  The  lower  part  is  formed  into  a  tunica  vaginalis.  The 
upper  is  pulled  down  as  far  as  possible,  and  dealt  with  quite 
as  the  sac  of  an  acquired  hernia,  additional  precautions  being 
necessary  to  clear  the  cord  at  the  internal  abdominal  ring.  It 
is  freed  of  its  connections,  and  placed  as  a  pad  on  the  abdominal 
aspect  of  the  circumference  of  the  internal  ring  (Fig.  200).  On 


Fig.  200. 
Congenital  Inguinal  Herina. 


/ 

f 
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jraiincr  of  treating  the  Sac  in  Congenital  Inguinal  Hernia. 

one  occasion  a  separate  tube  was  formed  for  the  cord  out  of  the 
sac,  but  this  has  not  been  repeated. 

In  congenital  inguinal  hernia  it  has  been  advised  that  the 
testicle  should  be  ablated.  On  two  occasions  this  has  been  done 
—once  when  the  testicle  was  injured  by  a  blow  received  prior 
to  admission,  and  once  when  that  organ  was  affected  by  cystic 
degeneration.  In  both  instances  the  absolute  firmness  and  rigidity 
of  the  abdominal  wall  which  resulted,  taken  along  with  tlie  case 
of  the  procedure,  explains  the  desire  for  ablation  of  the  testicle 
m  congenital  hernia  evidenced  by  the  advocates  of  this  method. 
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OTHER  VARIETIES  OF  INGUINAL  HERNIA. 

1.  Congenital,  or  hernia  in  the  sac  of  the  tunica  vaginalis;  the 
tendency  is  congenital,  not  the  disease.  The  hernia  in  this  case 
lies  inside  the  tunica  vaginalis,  and  therefore  in  contact  with,  and 
completely  enveloping,  the  testicle,  so  that  that  organ  cannot  he 
distinctly  felt,  separate  from  tlie  tumour;  it  is  always  oblique, 
and  takes  the  same  course  as  the  testicle.  It  is  always  suddenly 
produced  as  the  sac  is  pre-formed,  extending  into  the  scrotum  at 
once ;  and  further,  the  neck  is  very  long  and  narrow,  passing  up 
into  the  abdomen  obliquely.  This  form  of  hernia  is  often  found 
along  with  congenital  phimosis,  preputial  adhesions,  or  a  very 
narrow  meatus ;  it  is  therefore  necessary  to  attend  to  these  points 

Fig.  201. 

Condition  of  the  Processus  Vaginalis 
In  Congenital  Hernia, 


liil  Cavity, 
s  Vaginalis. 


first,  and  it  is  a  good  plan  always  to  examine  the  child's  penis  in 
cases  of  hernia,  and  for  many  other  diseased  conditions,  such  as 
apparent  hip  disease.  Always  examine  the  scrotum  also,  to  find 
out  whether  both  testicles  are  down.  The  possibihty  of  its  occur- 
ence is  due  to  the  fact  that  the  process  of  peritoneum  (jjrocessits 
raginalis ),  which  passes  down  before  the  testiclis  into  the  scrotum, 
has  not  become  obliterated,  as  in  the  normal  condition,  but  remains 
open  (Fig.  201)  and  thus  serves  as  a  medium  of  communication 
between  the  general  cavity  of  the  peritoneum  and  the  tunica 
vaginalis,  through  which  the  congenital  hernia  descends.  It  is 
very  apt  to  be  strangulated,  as  the  neck  is  long  and  narrow, 
with  a  tendency  to  become  longer  and  narrower,  and  when  it  is 
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strangulated,  the  prognosis  is  serious ;  the  operation  here  admits 
of  no  ddmj.  In  operating  on  this  variety,  two  things  must  be 
kept  m  inind-(l)  that  there  is  no  sac  apart  from  the  tunica 
vaginahs,  and  (2)  the  close  relation  of  the  constituents  of  the 
cord  to  the  tunica  and  its  narrow  neckj  these  two  points  make 
1  very  difficult  to  obliterate  the  neck  of  the  sac.  In  relieving 
sfci-angulation,  which  is  so  common  and  so  serious  in  this  variety^ 

Fig.  202. 
Condition  of  the  Processus  Vaginalis 
Predisposmg  to  the  InfantUe  and  Encysted  Forms  of  Hernia. 

X  Peritoneal  Cavity. 

..Unobliterated  Part  of 
the  Vaginal  Process. 

x-l  Testicle. 


Fig.  203. 
Infantile  Hernia. 


Abdominal  Cavity. 

N'ew  Sac. 
.Tunica  Vatfiualis. 
..Testicle. 


the  wholn  Uiuilli  of  the  cm-il    fiv„»  1  ,  ,  . 

murt  ^.  divided,  Cl^ZSSC -.^^^^ , 

.  due  to  .he  fact  that  t„e  pro„.:Z::^  ^Sl^ 
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at  the  internal  abdominal  ring^  (l?ig.  202),  and  the  gut  passes  down 
behind  the  large  tunica  vaginalis  (Fig.  203).  Should  strangulation 
occur  in  this  form,  in  the  operation  for  its  relief,  the  Surgeon  will 
have  to  pass  through  1)0111  layers  of  the  tunica  vaginalis  before  he 
reaches  the  neck  of  the  sac,  and  the  layer  forming  the  anterior  wall 
of  the  sac  before  he  reaches  the  hernia,  or  three  layers  in  all. 

Fig.  204. 
Encysted  Hernia. 

..y<i-  .Abdominal  Cavity. 

I   —14  Kew  Sac. 


Tunica  Viiginalis. 
Testicle. 

Fig.  205. 

Condition  of  the  Processus  Vaginalis 
In  Funioular  Hernia. 

X  Abdominal  Cavity. 

\J-  Uuoblitei-ated  Part  of 

I  /  the  Vaginal  Process. 


Cavity  ol"  the  Tunica 

Vaginalis. 
Testicle. 

3.  Encysted  Hernia  (Sir  Astley  Cooper). — This  is  where  the 
sac  is  invaginated  into  the  unobliterated  vaginal  process,  and  not 
behind  it,  as  in  infantile  (Fig.  204). 

Note. — Hernia  in  infants,  esj^ecially  loJieu  the  gut  is  empty,  is 
said  to  he  occasionally  translucent,  just  lilce  hydrocele. 

4.  Hernia  into  the  Funicular  Process. — In  this  case  the 
processus  vaginalis  is  only  obliterated  close  to  the  testicle,  leaving 
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the  whole  upper  part  open  (Fig.  205),  into  which  the  gut  descends. 
The  hernia  only  extends  to  the  toj>  of  the  testicle  and  does  not 
envelop  it ;  it  is  always  oblique  and  suddenly  produced. 

There  is  another  congenital  malformation  of  the  processus 
vaginalis— viz.,  where  the  entire  canal  remains  open,  but  an 
annular  constriction  of  its  walls  takes  place  somewhere  between 
the  external  abdominal  ring  and  the  testicle.  In  this  condition 
we  may  get  what  is  caUed  an  "  Hour-glass  Hernia." 

In  the  female  there  is  a  process  of  peritoneum  that  passes 
down  along  the  round  ligament,  corresponding  to  the  processus 
vaginalis  of  the  male,  and  is  known  as  the  Canal  of  Nuck;  from 
the  presence  of  this  structure,  the  female  child  is  very  frequently 
the  subject  of  congenital  inguinal  hernia.  It  may  also  occur  in 
the  adult  female  as  well;  the  inguinal  canal  in  the  female  is 
slightly  longer  than  in  the  male. 

The  contents  of  the  hernial  sac  vary.  If  it  consist  of  the 
intestine  alone,  it  is  called  an  Enterocele;  it  is  resonant  on  per- 
cussion, smooth  and  elastic,  and  gurgles  on  manipulation,  from  the 
mixture  of  air  and  fluid.  It  is  usually  some  part  of  the  smaU 
intestine,  most  frequently  the  ileum;  sometimes  the  caput  cajcum 
of  the  large.  Hernia  of  the  omentum  is  called  Epiplocele ;  it  is 
duU  on  percussion,  firm,  lobulated,  and  doughy,  and  there  is  no 
gurgle  on  manipidation ;  and  the  impulse  on  coughing  may  be 
very  slight  or  absent.  Hernia  of  both  intestine  and  omentum 
together,  is  called  an  Entero  -  Epiplocele ;  the  symptoms  are  a 
mixture  of  the  two  previous  forms. 
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CHAPTER  XL. 
THE  ABDOME \{—( ConUnued ). 

FEMORAL  HERNIA. 

It  will  be  well  at  this  point  to  say  a  word  or  two  about  the 
anterior  part  of  the  fascia  lata  of  the  thigh  and  the  saphenous 
opening.  The  fascia  consists  of  (1)  an  iliac  part,  lying  external 
to  the  saphenous  opening,  and  (2)  a  pubic  part,  lying  internal 
to  tlie  same  opening.  The  iliac  part  is  attached  to  the  crest  of 
the  ilium,  anterior  superior  spine,  Poupart's  ligament,  and  the 
pectineal  line,  and  becomes  continuous-  below  with  the  pubic  part. 
From  the  pectineal  line  and  spine  of  the  pubes  it  is  reflected 
down,  forming  the  superior  coruu  and  the  falciform  process  of  the 
saphenous  openuig.     The  P"i't  is  attached  above  to  the 

pectineal  lino,  and  internally  to  the  margin  of  the  pubic  arch;  it 
passes  heneafh  the  sheath  of  the  femoral  vessels,  binding  down  the 
f)soas  and  iliacus  muscles,  and  is  then  lost  on  the  capsule  of  the 
hip  joint.  At  the  lower  part  it  becomes  continuous  with  the  iliac 
part,  and  at  the  point  where  the  two  meet  they  form  the  iuferio]- 
cornu  of  the  saphenous  opening.  The  iliac  part  thus  passes  in 
fiV7it  of  the  femoral  vessels,  while  the  pubic  part  passes  heltind 
them,  and  bet\veen  the  two  is  the  saphenous  opening.  Tins  is  an 
oval  opening  at  the  upper  and  inner  part  of  the  thigh,  just  below 
tlie  inner  end  of  Poupart's  ligament,  and  internal  to  the  line  of 
the  femoral  vessels,  and  is  produced  by  the  above  splitting  and 
folding  of  the  fascia  lata  of  the  thigh.  It  is 'directed  obliquely 
downwards,  forwards,  and  inwards;  its  length  is  an  inch  and  a 
half,  and  its  width  about  half  an  inch.  Its  lower  margin  is  well 
defined,  and  is  called  the  inferior  cornu;  its  upper  margin,  tlie 
superior  cornu;  its  outer  edge,  the  falciform  process  of  Burns; 
its  inner  edge,  however,  is  ill  defined,  and  lies,  as  we  have  seen, 
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on  a  plane  posterior  to  the  outer  edge,  passing  behind  the  femoral 
vessels.  The  mperior  cornu  touches  Poupart's  ligament  and  is 
situated  ahout  midway  between  the  spine  of  the  pubes  and  the 
femoral  vessels.  There  is  a  strong  band  of  fibres  passing  between 
the  superior  cornu  of  the  falciform  .border  of  the  saphenous 
opening,  and  GnrBERNAT's  ligament ;  it  arches  over  the  femoral 
artery,  and  is  known  as  the  femoral  ligament  of  Hey.  This  so 
called  opening,  however,  in  the  recent  state,  is  covered  by  the 
cribriform  or  sieve-like  fascia — this  fascia  being  perforated  by  a 
large  number  of  lymphatic .  vessels,  and  the  long  saphenous  vein, 
hence  the  name.  If  the  fascia  lata  and  the  cribriform  fascia  be 
reflected,  femoral  sheath  is  exposed  (see  Fig.  159);  the  anterior 
part  of  this  sheath  is  a.  continuation  of  the  fascia  transversalis 

Fig.  206. 
Formation  of  the  Femoral  Sheath. 

F.iscia  Transversalis  > 


Abdominal  Wall . 


..Fascia  Iliaca. 

-.Ilium. 
 Iliacus  Muscle. 


X-J   Femoral  Sheatli. 

lining  the  abdominal  wall,  and  passing  down  beneath  Poupart's 
ligament;  the  posterior  part  of  the  sheath  is  a  continuation  of  the 
fascia  ihaca,  also  from  the  abdomen  (Fig.  20G).    On  the  anterior 
part  of  this  sheath  there  are  a  few  thickened  transverse  bands 
of  fascia  just  below  Poupart's  ligament,  which  are  called  the 
deep  crural  arch^'  (the  - mperf  cial  crural  arch"  being  Poupart's 
.gament).  _  The  femoral  or  antral  sheath  is  funnel-shaped,  bein^ 
00  wide  just  beneath  Poupart's  ligament,  but  closely  adherent 
to  the  ves.sels  about  one  inch  below  the  saphenous  opening;  it  is 
divided  into  three  compartments,  by  septa  passing  from  the  anterior 
to  tha  posterior  wall-the  external  contains  the  femoral  artery,  the 
middle  the  femoral  vein,  while  the  inner  contains  and  is  closed  by 
condensed  areolar  tissue,  a  lymphatic  gland,  and  some  lymphatic 
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vessels  and  fat, — the  wliole  mass  being  called  the  sejytum  crurale, 
and  the  compartment  containing  them  the  crural  canal.  This 
canal  is,  therefore,  situated  between  the  femoral  vein  and  the  inner 
wall  of  the  crural  sheath.  It  extends  from  the  crural  ring  to  the 
upper  part  of  the  saphenous  opening,  and  is  about  half-an-inch 
in  length. 

Boundaries  of  the  Canal. — Anterior  wall,  the  fascia  trans- 
versalis,  Poupart's  ligament,  and  the  falciform  process  of  the 
fascia  lata;  posterior  wall,  the  iliac  fascia  and  the  pubic  part  of 
tlie  fascia  lata;  outer  wall,  the  fibrous  septum  covering  the  inner 
side  of  the  vein ;  the  inner  wall,  the  inner  side  of  the  femoral 
sheath. 

Boundaries  of  the  Crural  Ring. — In  front,  Poupart's  ligament, 
and  deep  crural  arch ;  behind,  the  body  of  the  pubes,  covered  by 
the  pectineus  and  the  fascia  iliaca;  on  the  inner  side,  the  sharp 
border  of  Gimbernat's  ligament,  conjoined  tendon,  and  fascia 
transversalis ;  on  the  outer  side,  the  femoral  vein,  covered  by  its 
sheath.  Pemoral  hernia  is  more  common  in  women — (1)  Because 
the  distance  between  the  iliac  and  pubic  spines  is  greater,  and 
Gimbernat's  ligament  is  smaller,  and  for  these  reasons  the  femoral 
ring  is  larger;  and  (2)  from  changes  in  tlie  abdominal  viscera 
during  pregnancy.  Tlie  long  diameter  of  the  hernia  is  transverse, 
not  vertical,  as  in  inguinal.  The  coverings  of  this  form  of  hernia 
are— (1)  The  skin;  (2)  superficial  fascia;  (3)  cribriform  fascia; 
(4)  the  femoral  sheath ;  (5)  crural  septum,  which  is  equivalent  to 
the  extra-peritoneal  cellular  tissue  and  fat;  and  (6)  the  peritoneum 
(Pig.  207). 

The  fascia  propria  is  the  anterior  part  of  the  crural  sheath 
fused  with  the  septum  crurale,  and  therefore  immediately  invests 
the  sac ;  to  distinguish  between  the  sac  and  fascia  propria  (see 
vol.  ii.,  page  350). 

In  reducing  femoral  hernia  by  taxis,  it  is  necessary  (1)  to  bear 
in  mind  the  course  of  the  hernia,  and  (2)  to  put  the  limb  in  such 
a  position  that  the  falciform  process  of  the  saphenous  opening  will 
be  relaxed.  The  hernia  enters  the  crural  ring,  passes  down  the 
crural  canal,  tiU  it  is  checked  by  the  adhesion  of  the  sheath  to 
the  femoral  vessels,  and  then  passes  forwards  and  escapes  by  the 
saplienous  opening — at  first  passing  downwards  and  forwards,  and 
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Fig.  207. 

Course  and  Coverings  of  Femoral  Hernia. 

(Aftei-  Heath.) 


Extra-peritoneal  Fat  . 
Femoral  Sheath  : . 


Cribriform  Fascia. . . . 
Subcutaneous  Tissue. 
Skin  


The  arrow  indicates  the  course  of  the  Hernia. 

Fig.  208. 
An  Ordinary  Fatty  Tumour. 


384 


Applied  Anatomy : 


then  upwards;  and,  therefore,  in  applying  pressure,  it  must  be 
directed  downwards,  backwards,  and  upwards;  and  to  relax  the 
falciform  margin  of  the  saphenous  opening,  the  thigh  must  be 
flexed  on  the  abdomen,  adducted,  and  rotated  inwards.  The 
hernia  is  directed  upwards  on  account  of  the  close  attachment  of 
the  superficial  fascia  to  the  lower  margin  of  the  saphenous  opening, 
which  thus  prevents  its  further  descent.  The  fact  that  there  is 
greater  friction  and  pressure  on  the  upper  surface,  from  Poupart's 
ligament,  will  also  direct  it  upwards,  and  perhaps  also  the  flexing 
of  the  thigh  will  press  in  the  same  direction.  The  seat  of  stricture 
in  femoral  hernia  is  usually  the  sharp  edge  of  Gimbernat's  ligafnent. 
Femoral  enterocele  must  be  distinguished  from  three  forms  of  fatty 
swelling  in  this  region — (a)  a  siibcutaneous  lipoma  (Fig.  208), 
(&)  hernia  of  septum  crurale  ("fatty  hernia")  (Fig.  209),  and 
(c)  epiplocele  (Fig.  210).  The  two  latter  are  tethered  on  their 
deep  surface,  an  ordinary  fatty  tumour  is  freely  movable  in  the 
tissues.  Occasionally,  however,  a  "fatty  hernia"  may  become 
detached  from  the  extra-peritoneal  fat  and  be  engrafted  on  to  the 
tissues  in  its  new  position,  and  grow  there,  closely  resembling 
an  ordinary  fatty  tumour.  It  must  also  be  diagnosed  from  an, 
enlarged  gland  with  inflammation  around  it;  here  the  fixing  on 
the  deep  surface  is  not  at  one  point,  but  is  more  general  and  all 
round  the  gland,  with  prohcihly  thickening  and  adhesion  of  the 
skin  over  it.  The  gland  in  the  femoral  canal  may  thus  enlarge 
and  come  forwards;  of  coiu'se,  an  inflamed  gland  might  be  pliLS  a 
hernia  at  the  same  time.  If  the  bowels  move  with  castor  oD,  and 
there  is  no  vomiting,  it  is  not  likely  to  be  a  strangulated  hernia. 

Operation  for  Strangulated  Femoral  Hernia. — The  superficial 
structures  are  divided  by  a  vertical  or  a  T-shaped  incision.  The 
vertical  limb  of  the  incision  is  made  over  the  neck  of  the  tumour ; 
it  may  be  two  or  three  inches  long,  and  its  centre  must  correspond 
to  the  upper  part  of  the  saphenous  opening.  The  horizontal  limb  is 
made  parallel  with  Poupart's  ligament,  and  immediately  below  it. 
Whether  the  T-shaped  or  a  vertical  incision  be  used,  it  is  better  to 
make  it  as  far  as  possible  from  the  genital  organs,  compatible  Avith 
the  object  in  view;  it  will  thus  be  more  easily  kept  aseptic.  The 
various  coverings  are  carefully  divided  till  the  sac  is  reached ;  and 
the  finger  is  then  passed  along  the  canal  till  the  stricture  is  found, 
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Fig.  209. 
"  Fatty  Hernia." 


Skill  and  Fascia  . 


Fiiscia  Lata  


Cribriform  Fascia  imi 

The  "  Fatty  neiTii;x'\--ls| 


Femoral  Sheath  . 


Peritoneum. 
..Extra-peritoneal  Fat. 


 Symphysis  Pubis. 


This  mass  is  tetliered  on  its  deep  surface.    Tlic  ' '  Sac  "  of  this  Hernia  is 
the  Femoral  Sheath. 

Fig.  210. 
Femoral  Epiplocele. 


Skin  and  Fascia 


Fascia  Liita  

Cribriform  Fiwcia. 
Oniontum  


Fomonil  Sheatli  .. 


-Poritonouni. 


••Extra -peritoneal  Fat. 


■  Symphysis  Pubis. 


Tliis 


mass  is  also  tethered  on  its  deep  surface. 
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which  is  relieved  by  cutting  cautiously  upwards  and  inwards  *  so 
as  to  notch  or  divide  both  Gimbernat's  and  IIey's  ligaments ;  if 
this  cannot  be  accomplished  by  the  extra-peritoneal  method,  the  sac 
must  be  opened  at  the  lower  part  and  the  stricture  divided  from 
within  it.  The  section  is  made  in  this  direction  not  only  for  the 
reason  given  above,  but  for  other  reasons  :  thus,  if  the  section  were 
made  outwards,  the  femoral  vein  is  in  danger  \  if  upwards  and  out- 
wards, the  epigastric  artery;  and  if  directly  upwards,  the  spermatic 

Fig.  211. 
Vessels  near  Crural  Ring— Normal. 


Deep  EiJigastric 


PuWc  Bnmcli 
of  the  Deep 
Epigastric . . 


Symphysis 
Pubis 


Pubic  Braucli  of 
Obturator 


G.  Gimbernat's  Ligameut.       C.  Crural  Ring.   ■   O.  Obturator  Ai-tery. 


cord  might  be  cut.  The  great  danger  is  in  the  possible  abnormal 
origin  of  the  obturator  artery,  which  may  come  in  the  way  of  the 
inward  incision ;  try  if  possible  to  feel  the  pulsation  before  cutting', 
and  if  the  pulsation  be  felt,  blunt  the  edge  of  the  knife,  which  will 
even  then  easily  cut  the  tense  fascia,  but  will  displace  the  artery 
before  it.  The  blood-vessels  near  the  crural  ring  (Fig.  211)  under 
normal  conditions  are-(l)  The  femoral  vein,  to  its  outer  side; 
(2)  the  deep  epigastric  artery,  to  the  front  and  outer  side  of  the 


*  It  will  be  noticed  tliat  I  have  said  to  cut  wpward^s  and  immrds  m  both 
femoral  and  iuguiiial  hernia;  thia  simplifies  matters,  ami  is  really  the  prorc. 
direction  iu  both  cases;  but,  of  course,  uinamh  in  inguinal,  and  mi^wrf^ 
femoral  does  perfectly  well. 


Surgical,  Medical,  and  Operative. 


387 


opemugj  and  (3)  the  pubic  branch  of  the  deep  epigastric,  also  in 
front,  and  passing  inwards  over  it.  The  obturator  artery  usually 
arises  from  the  anterior  division  of  the  internal  iliac  artery,  and 
escapes  from  the  pelvis  by  the  upper  part  of  the  obturator  foramen; 
but  this  artery  sometimes  arises  from  the  deep  epigastric,  and  when 
It  does  so,  It  is  usually  the  pubic  branch  very  much  enlarged  In 
order  to  reach  the  obturator  foramen,  it  may  pass  in  either  of  two 
directions— (1)  It  may  pass  down  close  to  the  vein,  and  external  to 
the  crural  ring  (Fig.  212),  in  one  out  of  every  four  cases  (Wood)  • 
or  (.)  it  may  arch  over  the  crural  ring,  and  descend  internal  to  it 

Fig.  212. 

Aberrant  Obturator-Non-dangerous  Variety. 

Deep  Epi- 
g-astrio  


Aberrant 
Obturator 

Symphysis  J^^^SIl    *■  ' 

Pubis..'. 

'  -  '     ^       C  // 
Obturator  »  '  _ 

Opeuiug.  >k . 

r  ^ 


Poupart's 
Ligament. 


External  Iliac 
Artery. 

External  Iliac 
Veiu. 


G.  Gimbeniafa  Lig>vmeut.      C.  Crural  King. 


diasuoM,  t„tw„i,  this  form  of  hernia  ai„i  fl  7;  , 

^v«Il  to  r„,„embsr  that  th.  ned   of  thf,!    'T^VT'  " 
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To  find  the  spine  of  the  pubes,  in  the  female,  abduct  the 
thigh,  make  the  adductor  longus  tense,  aud  run  the  finger  along 
the°  tense  edge  of  the  muscle,  which  Avill  guide  to  the  projection 
in  question,  as  the  muscle  is  inserted  just  below  it ;  in  males,  the 
same  plan  may  be  adopted,  but  it  is  usually  found  by  pushing  the 
forefinger  into  the  bottom  of  the  scrotum  and  up  along  the  cord 
to  the° external  abdominal  ring,  when  it  can  easily  be  made  out 
whether  the  swelling  occupies  that  opening  or  not. 


Fig.  213. 

Aberrant  Obturator— Dangerous  Variety. 
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^  G 

Obturator 
Opening   


G.  Giniboruat's  Ligament.       C.  Cnu-al  Ring. 

In  performing  the  radicd-cure  in  a  case  of  femoral  hernia,  one 
must  remember  the  presence  of  the  femoral  vein  on  the  outer  side 
of  the  crural  ring  and  canal;  indeed  this  constitutes  the  difficulty 
of  the  operation.  Mr  Wood,  after  tying  the  neck  of  the  sac, 
removing  the  protruding  part,  and  allowing  the  stump  to  slip  mto 
the  abdomen,  relaxes  the  parts  by  position,  pushes  the  femoral 
vein  out  of  the  way  (protecting  it  with  the  finger),  and  stitche. 
the  pubic  portion  of  the  fascia  lata  to  Poupakt  s  ligament  by 
two  or  three  sutures.     Other  operators  also  tie  the  neck  ol  the 
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sae  flush  with  the  interior  of  the  abdomen,  and  cut  off  the  pro- 
truding part,  leaving  the  stump  to  phig  up  the  opening,  or  stitch 
1  to  GiMBERNAT's  ligament;  or  it  may  be  entirely  reduced  into 
the  abdomen,  and  the  various  fascial  structures  about  the  open- 
ing stitched  together.  Thus  the  inferior  cornu  of  Gbibernat's 
ligament,  or  the  fascia  covering  the  pubic  bone  may  be  stitched 
obliquely  to  Poupart's  ligament,  or  the  pubic  part  of  the  fascia 
ata  may  be  stitched  to  the  same  structure.  The  chief  points  of 
the  operation  are  (1)  to  get  rid  of  the  sac,  and  (2)  take  care  of  the 
lemoral  vein. 

The  obhteration  of  the  canal  is  brought  about  by-(l)  Leavino- 
an  omental  stump  to  plug  up  the  crural  ring,  (2)  tyinl  the  neck 
ot  the  sac,  and  (3)  stitching  the  resistant  tissues  together  outside 
over  the  canal-e.i7.,  the  pubic  part  of  the  fascia  lata  to  Poup  vrt's 
ligament. 

forms''of'Hemia'-°        ^l^i^alent  Coverings  of  the  tliree  chief 


Oblique  Inguinal. 

Direct  Inguinal. 

Femoral, 
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Obturator  Hernia— This  is  a  rare  form,  and  very  often  is  not 
detected  during  life :  it  usually  occurs  in  women.  It  may  be  possible 
to  feel  it  per  vaginam,  or  per  rectum,  and  it  causes  a  slight  fullness, 
or  actual  tumour,  or  it  may  be  only  an  increased  sense  of  resistance 
and  tenderness  on  pressure,  at  the  inner  and  upper  part  of  Scarpa  s 
triaucle,  deep  among  the  adductors  and  to  the  inner  side  of  the 
femoral  vessels.  When  strangulated,  the  obturator  nerve  is  pressed 
on  and  there  is  pain  down  the  inner  side  of  the  thigh  and  at  the 
knee  ioint,  especially  on  eversion  of  the  thigh,  and  it  may  therefore 
simulate  hip-joint  disease.     In  likely  cases  it  will  l^e  justifiable 
to  incise  and  explore;  the  incision  should  be  parallel  with  the 
femoral  artery,  and  on  the  adductor  longus  muscle.     The  fascia 
lata  and  pectineus  muscle  must  be  divided.    The  coverings  of  an 
obturator  hernia  are-skin,  superficial  fascia,  fascia  lata,  pectineus 
fascia  covering  the  obturator  externus,  the  obturator  externus  itsell, 
extra-peritoneal  fat,  and  then  comes  the  sac  of  the  hernia  Ihe 
pelvic  fascia  does  not  give  it  a  covering,  as  the  opening  through 
which  the  hernia  comes  is  above  the  upper  edge  of  the  parietal 
pelvic  fascia.    In  divirling  the  constriction,  the  edge  of  the  knito 
must  be  directed  dovmmrd^,  because  the  artery  is  usually  above. 

Umbilical  Hernia  (Omphalocele  or  Exomphalos).--'lhi^_\ovm 
—"starting  of  the  naveP'-is  not  uncommon  in  children  jm  the 
adult,  it  is  more  usually  ventral,  and  not  exactly  at  the  umbilicus. 
It  occurs  in  stout-bellied  people  usually,  and  comes  throngb  some 
of  the  fibrous  septa,  sucb  as  the  linea  semilunaris,  or  line^e  trans- 
versfe  but  very  rarely  at  the  umbilicus.    It  is  supposed  that  the 
a  ::^res  through  wHch  the  vessels  or  pellets  of  fat  pass  cause 
the  local  wealcness,  necessary  for  the  production  . 
hernia     It  usually  forms  a  large  tumour,  which  rapidlj  becomes 
Wucible  from  omental  adhesions.    In  the  child,  the  coverings 
are  often  very  thin,  consisting  of  little  else  than  the  in tegumen 
of  the  n..bilical  cord-the  contents  consist  for  the  most  part  of 
bowel;  in  the  adult  the  coverings  are  thicker,  consisting  of  in^ 
tTim  nt  and  deep  fascia,  tranversalis  fascia,  and  sac.    Umbil - 
hernia  (or  ventral),  in  the  adult,  has  a  great  tendency  to  become 
Xceited,  but  very  little  tendency  to^tr^ignlatio.  a^^^^^^^^^^^^ 
inc.  is  usually  large,  and  there  is  practically  no  neck  to  the  sa. . 
j"rthe  child'the  opening  readily  closes,  if  the  bowel  be  kept  in 
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the  abdomen  for  a  few  months  by  a  broad  flat  pad;  in  the  child, 
this  form  of  hernia  never  strangulates,  and  never  canses  death, 
bhould  It  become  strangulated  in  the  adult,  it  is  always  at  the 
loAver  part  of  the  hernia,  where  it  is  sharply  bent  over  the  fascial 
aperture  from  its  own  weight;  as  the  contents  are  usually  omentum 
and  jejunum,  the  effects  of  strangulation  are  very  serious,  as  it  is 
so  high  up  and  so  near  the  great  solar  plexus.    Operations  are  not 
very  successful  or  safe  in  this  form  of  hernia,  probably  from  the 
proximity  to  the  great  nervous  plexuses,  and  the  peritoneal  sac. 
the  adhesion  of  the  bowel  to  the  sac;  and  the  fact  that  the  bowels 
are  apt  to  protrude  during  the  operation,  from  the  great  intra- 
abdominal pressure,  considerably  embarrass  the  operator.  It  is  only 
to  be  undertaken  when  no  other  means  can  give  relief.  Formerly 
the  patients  often  succumbed  to  septic  peritonitis;  now-a-days  this 
risk  IS  greatly  diminished.    Hence,  if  reducible  and  a  pad  can  keep 
.  It  in,  do  not  operate;  and,  even  though  irreducible,  do  not  operate 
unless  there  is  pain  and  weU-marked  signs  of  strangulation.  For  the 
radical  cure,  the  "neck"  of  the  sac  is  tied,  and  the  projecting  part 
cut  off;  after  this,  the  stump  may  be  left  to  plug  up  the  opening, 
as  ^Ir  Banks  does;  or  the  most  resisting  tendinous  structures  at  the 
sides  of  the  opening,  as  the  fascia  transversalis,  may  be  freshened 
and^tched  closely  together,  as  after  an  ordinary  laparotomy. 

men  a  hernia  in  this  region  consists  of  omentum,  it  may  be 
necessary,  just  as  in  the  femoral  region,  to  distinguish  it  from  a- 
fatty  tumour,  and  an  outgrowth  of  the  extra-peritoneal  fat.  In 
Lipoma,  the  mass  is  perfectly  movable  in  the  belly-wall;  is  not 
aiid  never  has  been  reducible,  and  has  no  impulse  on  coughino' 
The  extra-pentoneal  fat  is  fixed  on  its  deep  aspect  to  the  beli:: 
wal  ,  IS  not  reducible,  and  has  no  impulse  on  coughing.  Epiplocefe 

also  fix.d  to  the  bcUy-wall,  but  is  or  has  on^e  bLn  r!ducTbl 
and  has  an  expansile  impulse  on  coughing.    One  must  in  all  cases 
of  hernia,  dLstinguish  between  a  true  im^pulse,  which  kZ  out  and 

wifhte  ^MoT" T      -f  '''''        '""''^^'^  communicat t 
vith  the  abdominal  cavity,  and  a  mere  thrust  forwards-just  as 
in  the  case  of  a  true  aneurism  and  a  tumour  over  an  artery  L 

only  partial  as  the  normal  peritoneal  covering  is  only  partial  •  for 
this  reason  these  hernia  are  practically  always  irreducible.  ' 
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Ventral  Hernia. — By  this  is  meant  a  hernia  through  any  part 
of  the  ahdominal  wall,  except  the  inguinal,  the  femoral,  or  the 
umbilical  apertures.  The  treatment  and  the  radical  cure  are  the 
same  as  in  umbilical  hernia. 

Lumbar  Hernia.— Here  the  gut  escapes  through  the  "triangle 
of  Petit,"  either  by  piercing  the  structures  forming  the  floor,  or 
by  pushing  them  before  it.  This  triangle  is  bounded  by  the 
latissimus  dorsi  behind,  the  external  oblique  in  front,  and  the 
highest  point  (about  the  middle  third)  of  the  iliac  crest  below;  the 
floor  is  formed  by  the  internal  oblique  and  the  fascia  lumbornm. 
A  lumbar  hernia  may  follow  in  the  track  of  an  old  lumbar  abscess, 
and  may  be  mistaken  for  an  abscess,  especially  if  there  be  traces 
of  a  previous  abscess  at  the  part,  and  at  the  same  time  the  spine  is 
stiff  and  rigid ;  under  such  circumstances  one  is  very  apt  to  think 
that  it  is  a  recrudescence  of  the  old  disease,  and  that  the  swelling 
is  a  collection  of  pus,  and  plunge  a  knife  into  it.  If  the  swelling 
be  a  hernia,  this  of  course  is  a  serious  mistake;  and  before  opening 
any  abscess  in  this  region  it  is  well  to  percuss  the  swelling— if 
intestine,  it  will  be  resonant;  but  if  an  abscess,  dull  on  percussion. 
In  operating  on  a  case  of  lumbar  hernia,  after  getting  rid  of  the 
sac,  stitch  the  contiguous  margins  of  the  latissimus  dorsi  and  the 
external  oblique  with  strong  catgut. 

Diaphgramatic  Hernia.— Varieties— (1)  Congenital,  the  left 
leaflet  of  the  central  tendon  being  absent;  this  is  the  most  com- 
mon variety,  and  is  due  to  an  arrest  of  development  whereby  the 
original  iileuro-peritoneal  mvihj  has  not  been  completely  divided 
into  thorax  and  abdomen.  (2)  Where  the  abdominal  viscera  pass 
through  one  of  the  naturally  deficient  parts  of  the  diaphragm, 
usualfy  just  behind  the  ensiform  cartilage,  or  in  front  of  the 
vertebra,  occasionally  through  the  oesophageal  opening.  (3)  Cases 
where  tlie  diaphi-agm  is  ruptured  by  external  violence ;  it  is  said 
that  rupture  of  the  diaphragm  is  usually  followed  by  excessive  and 
insatiable  thirst.  From  the  presence  of  the  liver,  protrusions  of 
■  abdominal  viscera  into  the  thoracic  cavity  will  only  occur  on  the 
left  side.  Tlie  displaced  thoracic  viscera  may  be  recognised  by 
percussion  and  auscultation;  the  stomach,  transverse  colon,  and 
omentum^  are  the  viscera  usually  herniated. 
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THE  PERINEUM. 

Dissection  of  the  Perineum.  -  The  Anatomical  perineum 

corresponds  to  the  inferior  outlet  of  the  pelvis,  and  in  shape 
resembles  an  heraldic  lozenge,  and  has  the  following  boundaries— 
In  front,  the  symphysis  pubis  and  sub-pubic  ligament;  laterally 
m  front  the  divergent  rami  of  the  pubic  arch  and  tuberosities  of 
the  ischia-ie/^/nrf,  the  convergent  great  sacro-sciatic  ligaments 
overlapped  by  the  glutei  maximi  muscles;  and  behind  by  the  tip 
of  the  coccyx.    The  space  is  divided  into  two  parts  by  a  line 
passing  from  the  anterior  border  of  one  tuberosity  of  the  ischium 
to  the  other;  the  posterior  division  is  called  the  rectal  part,  and 
the  an  erior  division  the  urethral.    The  Surgical  perineum  does 
not  extend  so  far  back;  it  must  be  regarded  as  ending  at  the 
central  point  of  the  perineum  "-tlie  point  where  the  terminal 
prolongation  of  the  triangular  ligament  is  attached,  and  where 
the  superficial  perineal  fascia  turns  round  the  transversus  perinei 
muscle  to  be  attached  to  the  base  of  the  triangular  ligament;  the 
two  transversus  perinei  muscles,  accelerator  urina.,  and  sphincter 

root  of  the  scrotum.    All  beyond  this  point  is  to  be  regarded  as 
.chic^ectal  fossa,  or  the  rectal  ,art  of  the  anatomical  Jeletm 
The  femle  perineum  is  the  angular  interval  left  between  the 
rectum  (third  part)  as  it  passes  downwards  and  backwards,  and 
the  vagina  as  it  passes  downwards  and  forwards 

The  Posterior  or  Rectal  Part.-This  part  is  the  same  in  both 
sexes,  and  contains  the  lower  end  of  the  rectum  and  tip  of  the 

rectal  fossa.  Each  space  is  pyramidal  in  shape,  and  has  the 
following  boundaries-Its  base  is  formed  by  the  skin  and  asch 
covering  it ;  its  apex  by  the  meeting  of  the  outer  and  inner  wall 
th  outer  wall  is  the  obturator  fascia  covering  the  obturato^Tn  erm  ; 
muscle,  and  giving  a  sheath  to  the  internal  pudic  artery ;  the  tner 
waU  1.S  the  fascia  covering  the  levator  ani  and  externa  spl  ncteJ 

irme't^  and t""'  ''''''''      '""^        «^  W 

Wd  bv  i   rr'^''  ''''"'"'^  P°«terior  wall  is 
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The  Contents  of  the  space  are — (1)  Twigs  of  the  small  sciatic 
nerve;  (2)  the  inferior  hfEmorrhoidal  nerve;  (3)  the  fourth  sacral 
nerve— to  the  external  sphincter;  (4)  the  superficial  perineal  nerves; 
(5)  inferior  hajmorrhoidal  vessels;  and  (6)  much  loose  granular  fat, 
which  forms  a  movable  elastic  packing  for  the  rectum. 

Abscesses  may  form  in  this  space;  and  unless  they  are  early  and 
freely  opened,  they  will  either  hurst  into  the  interior  of  the  gut, 
or  spread  widely  upon  the  nates,  being  unable  to  "  point "  readily 
at  the  base  of  the  space  on  account  of  the  strong  fascia  covering 
it.  They  should  also  be  opened  early,  because  they  cause  great 
suffering,  both  from  tension  and  pressure  on  the  nerves  of  the 
space.  In  opening  abscesses  of  any  kind  in  this  region,  the  knife 
should  be  directed  so  as  to  cut  towards  the  anus,  parallel  with  the 
radii  of  a  circle  of  which  the  anus  is  the  centre,  to  avoid,  as  far 
us  possible,  division  of  the  vessels  and  nerves  of  the  space,  which 
radiate  towards  tlie  anus.  Another  reason  why  it  should  radiate 
towards  the  anus  is  that  when  the  finger  is  introduced,  if  it  be 
found  to  have  almost  entered  the  gut,  the  incision  should  be 
extended  and  the  operation  for  the  radical  cure  of  fistula  in  ano 

performed.  r-     i  • 

This  space  is  also  concerned  in  the  various  forms  of  Fistula  in 
Ano,  which  frequently  arise  from  abscess  in  this  region;  and  in  the 
complete  form  of  fistula  the  structures  between  it  and  the  rectum 
must  be  divided,  so  as  to  lay  the  two  cavities  into  one,  before  a 
cure  can  be  effected. 

In  this  operation  the  Structures  divided  are— (1)  The  integu- 
mentary coverings,  (2)  the  sphincter  ani  and  wall  of  the  rectum, 
(3)  fatty  tissue,  and  (4)  small  b.lood-vessels  and  nerves.  As  the 
areat  cause  of  persistence  of  this  fistula  is  the  constant  movement 
of  the  parts,  the  section  of  the  sphincter  paralyses  this  movement, 
and  gives  the  parts  rest.  Abscesses  in  the  anal  region  may  also 
bocrin  just  under  the  skin  over  the  base  of  the  space,  or  beneath 
the  mucous  membrane  of  the  bowel :  fistula  in  ano  is  sometimes 
caused  by  malignant  disease  of  the  rectum  and  tertiary  syphilitic 
ulceration.  It  is  worthy  of  notice,  too,  that  fistula  in  ano  is  very 
frequently  associated  with  phthisis  —  perhaps  due,  m  the  fii-st 
instance,  to  the  excessive  coughing.  In  rapidly  advancing  phthisis, 
where  the  fistula  has  a  large,  ragged  orifice  and  iindermmed  edges, 
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and  the  local  condition  is  only  of  secondary  consequence,  .it  is 
probably  better  not  to  operate  for  the  cure  of  the  fistula,  but  rather 
simply  to  treat  the  constitutional  cause;  but  otherwise,  phthisis  is 
no  objection,  as  experience  shows  that  getting  rid  of  a  suppurating 
tract  has  a  beneficial  eff^ect  on  tlie  person  suffering  from  phthisis! 
But,  of  course,  we  must  make  sure  that  we  have  got  rid  of  it— 
that  it  is  soundhj  liealecl—as  otherwise  the  tubercular  matter  under 
pressure  will  be  absorbed  and  make  matters  worse;  it  is  possible, 
therefore,  that  an  open  sore  is  a  safeguard,  only  there  is  the- 
additional  risk  from  the  entrance  of  septic  organisms.  These 
fistulfe  iisuaUy  open  into  the  bowel  from  half-an-inch  to  an  inch 


Fig.  214. 
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and  a  half  above  the  anus,  or  just  above  the  sphi^icter,  no  matter 
m  wha  ^art  of  the  fos.sa  the  abscess  arises.    This  is 'because  o 

passage  of  the  ab.sce.ss  towards  the  rectal  wall,  so  tliat  the  pus 
pa.sse.s  down  by  the  side  of  the  fascia,  and  perforates  tlie  rectal  wal 
just  above  the  point  wliere  the  anal  fascia  joins  it  (Fi.  214) 

An  ischio- rectal  absce.ss  tends  to  open  both  ways -into  the 

wternnJ  fistula;  and  when  it  has  an  external  opening  only  it  i, 
called  a  IHnd  ciernal  fi.stuln.    The  treatment  for  the^  incomj  le 
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forms  is  to  make  tliem  complete,  and  then  lay  the  anal  and  abscess 
cavities  into  one.  In  cases  of  haemophilia,  the  elastic  lirjature  is 
used  for  this  purpose.  Tlie  abscess  sometimes  burrows  round  the 
rectum,  in  a  horse-shoe  fashion,  before  it  opens  into  it.  The  com- 
plete form  is  the  most  common,  and  is  usually  from  some  irritation 
in  the  bowel;  the  incomplete  forms  are  usually  from  constitutional 
causes.  Mr  Bell  says  that  ischio- rectal  abscess  and  fistula  are 
most  common  just  after  the  12th  of  August,  from  swallowing 
grouse  bones,  which  then  stick  about  the  rectum,  and  cause  abscess 
and  complete  fistida.  Two  early  and  troublesome  signs  of  fistula 
are  the  involuntary  passage  of  flatus  at  awkward  times,  and  soiling 
of  the  linen.  The  ischio-rectal  fossa  is  also  opened  into  in  the 
operation  of  lateral  lithotomy. 

Abscesses  near  the  Rectum. — The  various  forms  of  abscesses 
met  with  in  this  neighbourhood  are: — • 

1.  Marginal,  in  the  cutaneous  folds  surrounding  the  anus, 

and  therefore  quite  superficial,  and  probably  due  to 
some  local  cause — e.g.,  piles. 

2.  True  ischio-rectal  abscess,  tubercular  in  nature  usually, 

depending  for  its  origin  on  the  constitutional  dyscrasia. 
A^'ery  often  incomplete,  opening  into  the  gut  only.  It 
is  more  difficult  to  treat,  and  the  prognosis  much  worse 
than  in  the  purely  local  forms  of  abscess  and  fistula. 

3.  Abscess  internal  to  the  sphincters,  lying  between  the 

muscular  and  mucous  coats  of  the  bowel,  and  opening 
into  the  rectum  above  the  internal  sphincter;  this 
usually  arises,  in  healthy  men,  from  some  local  cause, 
and  is  very  amenable  to  treatment  when  the  local 
cause  is  removed.  This  form  is  not  in  the  ischio-rectal 
fossa  at  all. 

4.  Peri-rectal  abscess  in  tlie  cellular  tissue  surrounding  the 

gut  (peri  -proctitis ).  Should  it  arise  above  the  level 
of  the  visceral  pelvic  fascia,  Ave  get  a  condition  corre- 
sponding to  pelvic  cellulitis  in  the  female.  In  the 
male,  such  abscesses  often  spread  up  along  the  vas 
deferens  to  the  inguinal  canal,  and  there  form  what  is 
usually  known  as  "  Abscess  of  the  Cord."    Tliey  are 
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known  by  the  history  of  the  case— signs  of  inflam- 
matory fever,  with  rigors;  and  when  the  abscess  is 
opened,  by  the  very  fetid  odoiu-  and  brownish  colour 
of  the  pus. 

The  Anterior  or  Urethral  Part.-It  will  be  well  here  to  say  a 
few  Avords  about  the  triangular  ligament  of  the  urethra,  or  deep 
perineal  fascia;  it  is  sometimes  called  the  "  suspemory  ligament 
of  the  urethra"  (Macleod),  or  the  ^Hirethral  ligament"  (Chiene) 
This  IS  a  hgament  which  fills  up  the  pubic  arch,  and  is,  therefore 
triangular  m  shape— hence  its  name;  it  divides  the  urethral  trian-le 
into  superficial  and  deep  parts.    The  urethra  pierces  it,  but  the 
penis  IS  entirely  in  front  of  it,  and  the  bulb  lies  in  contact  with  its 
anterior  surface.    The  so-called  "  posterior  layer  "  of  the  triancrular 
ligament  is  simply  a  part  of  the  parietal  layer  of  the  pelvic  flscia 
attached  to  the  posterior  lips  of  the  margin  of  the  pubic  arch, 
and  below  to  the  base  of  the  true  triangular  ligament.    By  this 
means  there  is  a  small  ,  space  enclosed,  which  is  spoken  of  as  the 
space  between  the  two  layers  of  the  triangidar  ligament."  In 
the  dissection  of  this  part  of  the  perineum,  after  having  reflected 
the  skin,  .ve  come  to  the  superficial  fascia-in  this  region  it  has 
been  divided  into  a  superficial  and  a  deep  layer;  but  these  two 
layers  are  practically  one,  only  the  layer  has  two  distinct  surfaces, 
ihis  lascia  is  sometimes  called  the  Fascia  of  Codes 

Extravasation  of  Urine^This  may  be  caused  by  a  rupture  or 
N  ound  of  the  urethra,  as  falling  on  a  rail  with  the  legs  apart,  a 
kick  m  the  perineum,  retention  from  a  tight  stricture,  or  perineal 
abscess  behind  a  tight  stricture.  It  n.ay  also  complicate  Ltur 
of  the  pelvis  In  cases  of  retention  from  a  tight  stricture,  the 
mucous  membrane  ulcerates,  .and  when  the  paLnt  is  stra  n  " 
.vith  gr^at  force  the  urethra  suddenly  gives  4ay,  and  the  urin^ 

18  enu-sea  into  the  erectile  t  ssuo   ond  ■n.^-.r  « 

41  '"'^""^  LiBbuc,  ana  may  cause  ffangrene  of 

tnsT::;  thf  '^^'^      abscess°the  p^s 

an.    f  n  t  IZ   T  T  '''''''  ^avfty, 

ami  If  not  o,,ened  externally  will  tend  to  difFuse  itself  widelv  in 
the  tissues  of  the  perineum     Tho  fn«r.,-.,  i     .  • 

i-«  fl.„a  n+f   1,  1    X  '    ^       -^"^  ^'^scia  concerned  in  this  accident 
IS  thus  attached — Laterally  it  ia  i+f^ni.^.i  +   4.t  . 

,  •       ,        „   ""'"^'■'^^'■y>  IS  18  attached  to  the  margins  of  tho 

l>..b,c  H.oh,  ^  far  back  a.  the  tubcrositie.  of  tho  isohCbeyorf 
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this  it  is  firmly  tlendecl  with  the  fascia  lata  of  the  thigh;  behind, 
it  bends  round  the  transverse  perineal  muscle,  and  is  attached  to 
the  base  of  the  triangidar  ligament  of  the  urethra;  in  front,  it  is 
unattached,  and  is  continuous  with  the  fascia  of  the  scrotum  and 
jDenis;  and  in  this  way  a  pouch  is  formed,  which  is  open  above, 
in  the  interval  between  the  symphysis  pubis  and  the  pubic  spine. 
From  the  median  line  an  incomplete  septum  projects  downwards 
towards  the  urethra  and  into  the  scrotum.  From  the  above 
attachments,  it  is  evident  that  the  extravasated  urine  cannot  pass 
backwards  into  the  posterior  half  of  the  perineum — that  is,  the 
posterior  half  of  the  anatomical  perineum,  or  ischio-rectal  fossa — 
because  of  its  attachment  to  the  base  of  the  triangular  ligament; 
nor  down  the  thighs,  because  of  its  attachments  to  the  pubic  arch 
and  fascia  lata  of  the  thigh;  but  it  will  fill  the  pouch  and  pass 
into  both  sides  of  the  scrotum,  and  then  pass  up  the  front  of  the 
abdomen,  along  the  spermatic  cord:  and  even  when  it  has  reached 
the  abdomen  it  is  still  unable  to  pass  down  the  thighs,  because 
the  deep  layer  of  the  superficial  fascia  of  the  abdomen  is  firmly 
attached  to  Poupart's  ligament,  nor  can  it  pass  the  linea  alba  for 
a  like  reason. 

In  cases  also  of  "  perineal  abscess "  the  pus  spreads  in  this 
same  fascial  compartment,  and  during  the  acute  stage  causes  great 
sutfering,  both  because  of  the  dense  fascia,  and  also  pi'essure  upon 
the  three  long  scrotal  nerves  which  lie  in  this  "  pouch." 

To  treat  this  condition  a  free  and  deep  incision  should  be 
made  in  the  middle  line  of  the  perineum,  from  the  lowest  part  of 
the  perineal  swelling  forwards  to  the  root  of  the  scrotum ;  some, 
instead  of  making  a  single  median  incision,  make  two  lateral 
incisions.  Similar  incisions  must  also  be  made  into  the  scrotum, 
in  the  middle  line  of  the  abdomen,  and  along  Poupakt's  ligament, 
if  necessary,  and,  in  fact,  wherever  the  urine  has  infiltrated;  the 
finger  also  should  be  introduced  into  the  incisions  and  septa 
broken  down,  so  as  to  ensure  free  drainage.  Over  all  place  a  large 
charcoal  poultice. 

Thus  far  in  the  dissection  we  have  simply  removed — (1)  The 
skin;  (2)  the  superficial  fascia;  and  when  the  pouch  above  men- 
tioned is  opened  into,  we  come  to  (3)  the  long  scrotal  nerves — 
(u)  anterior  superficial  perineal,  {h)  posterior  superficial  perineal, 
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(c)  the  long  pudendiil ;  (4)  the  blood-vessels— ((«)  the  superficial 
perineal  artery,  (b)  the  transverse  perineal  artery.    These  structures 
being  reflected,  we  then  expose  (5)  the  superficial  muscles  of  the 
space,  three  in  number,  which  form  a  small  triangle  (tlie  perineal 
triangle),  the  floor  of  which  is  formed  by  the  triangular  ligament. 
The  muscles  are— («)  The  accelerator  urinaj,  lying  on  the* penis; 
(b)  the  erector  penis,  lying  on  the  crus  penis;  and  (c)  the  trans- 
versus  perinei.    When  these  are  removed,  (6)  the  bidb  (the  dilated 
posterior  part  of  the  corpus  spongiosum)  and  root  of  the  penis  are 
exposed;  and  if  they  in  turn  be  removed,  (7)  the  anterior  surface 
of  the  triangular  ligament  is  exposed.  (8)  Eemove  the  anterior  layer 
of  this  ligament,  and  the  structures  between  its  two  layers  are 
exposed,  viz.— (rt)  the  membranous  part  of  the  urethra,  surrounded 
by  (b)  the  compressores  methvse  (Guthrie's  muscle),  (c)  the  artery 
to  the  bulb,  (rl)  the  internal  pudic  artery,  (e)  Cowper's  glands, 
(/)  the  pudic  nerves,  (.j)  the  dorsal  vein  of  the  penis,  and  much 
compact  ceUular  tissue.    Eeflect  these  structures  and  cut  throu-h 
(J)  the  posterior  layer  of  the  triangular  ligament,  and  (10)  reflect 
the  levator  ani,  and  the  prostate  gland  is  exposed,  surrounded  by 
Its  capsule  and  the  prostatic  plexus  of  veins;  and  if  the  rectum 
be  turned  aside,  (11)  the  base  of  the  bladder,  with  the  vesicuhe 
seminales  and  the  vasa  deferentia  are  exposed.    There  are  various 
stractures  which  pierce  the  anterior  layer  (that  is,  the  true  trian- 
gidar  ligament)  of  the  triangular  ligament,  vi..-(l)  the  urethra,  in 
the  median  ine,  one  inch  below  the  pubes;  (2)  the  dorsal  vein  of 
he  penis,  also  in  the  median  line,  half-an-inch  below  the  pubes: 
(3)  the  internal  pudic  artery;  (4)  the  dorsal  nerve  of  the  penis- 
and  (..  the  artery  to  the  bulb-this  vessel  lies  about  half-an-inch 
above  the  base  ot  the  ligament,  and  an  inch  and  a  half  in  front  of 
the  anus     Cowpek'«  glands  are  a  little  to  one  side  of  the  middle 
line  and  therefore,  when  they  are  inflamed,  as  during  an  attack 

In  T    r"'  I  .  '''^  P^'^^^^^^  suppuration  later,  will 

not  be  median,  but  to  one  side  of  the  middle  line 

_  I'rofessor  Cunningham  points  out  an  interesting  thin<.  about 
this  dissection  VIZ.  :-that,  from  the  surface  to  proLte,  we  me 
with  an  alteration  of  muscular  and  fascial  strata,  thus- 

1.  Superficial  faseia. 

2.  Superficial  jjerinml  viuaden. 
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3.  Triangular  ligament. 

4.  Gomijressor  uretline  muscle. 

5.  Parietal  pelvic  fascia,  or  posterior  layer  of  triangular 

ligament. 
G.  Levator  ani  muscle. 

7.  Capsule  of  prostate  and  pubo-prostatic  ligament. 

In  relation  to  the  subject  of  extravasation  of  the  urine  from 
rupture  of  the  membranous  part  of  the  urethra  (which  is  said  to 
be  the  usual  seat  of  tramatic  rupture),  it  is  difficult  to  see  how  the 
urine  can  spread  as  it  does,  because  the  space  between  the  two 
layers  of  the  triangular  ligament,  where  the  membranous  urethra 
is  situated,  is  practically  a  closed  membranous  box.  But  when  a 
patient  falls,  and  is  caught  bj'  a  beam  in  the  "  fork,"  it  is  anatomi- 
cally impossible  that  the  memhranous  urethra  could  be  ruptured. 
This  portion  of  the  urethra  stops  at  the  anterior  layer  of  the 
triangular  ligament,  and  this  ligament  is  not  at  right  angles  to  the 
surface  of  the  earth,  but  almost  parallel  with  it,  and  therefore,  in 
falling,  its  whole  anterior  surface,  and  not  its  edge,  would  strike 
the  beam,  and  the  part  jammed  between  the  beam  and  the  pubes 
is  the  bulbous  portion  of  the  urethra,  and  hence  there  is  no  difficidty 
at  all  in  understanding  the  course  of  the  extravasated  urine.  In 
fractures  of  the  pelvis,  however,  it  is  the  memhranous  urethra  that 
is  torn,  and  hence  the  extravasated  urine  is  confined  in  the  space 
between  the  two  layers,  and  between  the  pubes  and  the  bladder, 
and  does  not  present  the  usual  well-marked  and  characteristically- 
shaped  swelling.* 

I  saw  a  beautiful  example  of  this  fact  in  a  case  of  Dr  Caird's. 
The  case  was  one  of  rupture  of  the  urethra,  due  to  lateral  compression 
of  the  pelvis,  and  the  catheter  could  only  draw  off  a  limited  amount 
of  fluid  from  the  space  between  the  two  layers  of  the  triangular 
ligament  and  behind  the  pubes,  and  which  was  evidently  being 
filled  from  time  to  time  from  the  bladder.  Dr  Caikd  cut  down 
in  the  middle  line  in  order  to  find  the  divided  ends  of  the 
urethra,  and  when  it  was  reached  the  finger  could  be  passed  into 
a  cavity  behind  the  pubes  in  front  of  the  bladder,  and  whicli 
had  evidently  no  connection  with  the  "  pouch "  in  the  perineum. 


*  In  relation  to  this  subject,  see  a  Pajjor  by  Dr  Axel  Ivekskn. 
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prtr  o^the"'  clissectionfurther  than-  during  the 

^XTi^Tlv  r?      '  ^'^^^^  ^'-^^  perfectly  well 

ecSes  r  "r*"  -i^-  a  patient 

ece  ves  an  njury  to  his  perineum,  and  this  is  followed  hv  a 
bscharge  of  blood  frona  the  urethra,  independently  of  nTct  litL 

ofn;t::'e^thf.ar;^^^^     -^^^  - 

a  littie  in       V'.'?r  "fork,"  therefore,  the  urethra  usually  ruptures 

of  the  V"'"^"^'^'  spongy  p 

of  the  urethra;  very  frequently  the  rupture  is  only  partial  The 

through  the  «r  nZ„>.  pa,  "ortL":?-  ^'^'^ 

peritoneal  cellular  tissue,"  ivnl  1 1!  fh  '  tf?  "^^ 
the  perilonenu,,  or  descend  h^  h     °,  ""^  P"*"-"'" 

al  the  anus  t/'^  ""^  Poi-t 

abscess.  '  '^"^^  ^^^^^  give  rise  to 

™;st,erxi:rL™pir:;c 

cases  where  he  cannot  pass  I  l^hjf  t  I" 
middle  line  of  the  p  inTm  flnt  the     7"''.  °"'  ''"™  ""^ 
catheter  into  the  blleTand  i  j  vf  ft  T:  V    ■  w  "  " 
(3)  If  it  even  then  he  impossible  to  iinV«  '  °'' 

torn  urethra,  a  supraonibri  L         ,    '  ""><' 
then,  by  the  aid  o  Iterior  5^,','°  ™.'^*<'"''>      Performed,  and 
passed  in,  the  nreC  into"    r'St?'  «  T'"'""1  ^» 
complicated  with  f^eture,  B...  J^tJl!^:^;^^^ 
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Do  not  catheterlse,  but  tap  the  bladder  above  the  pubes  with  the 
fine  needle  of  the  aspu-ator,  and  repeat  the  procedure  every  eight 
or  twelve  hours  for  at  least  ten  days. 

The  Anterior  Space  in  the  Female.-In  the  female  there  is 
situated  in  this  space  the  orifice  of  the  vagina,  and  the  parts 
connected  with  it-the  true  perineum  in  the  female  being  that 
part  between  the  posterior  commissure  of  the  labia  and  the  orifice  , 
of  the  anus,  and  is  from  an  inch  to  an  inch  and  a  half  m  length 
A  work  of  this  kind  is  not  quite  the  place  to  take  up  the  subject 
of  development;  still,  a  few  words  on  it  will  not  be  amiss  m  order 
to  trace  out  the  homologous  parts  in  the  two  sexes.    Up  to  the 
seventh  or  eighth  week  of  foetal  life,  in  both  sexes,  the  genital, 
urinary,  and  intestinal  tubes  open  into  a  common  opening,  or 
cloaca,  a  condition  wliich  is  permanent  in  reptdes  and  bu-ds 
About  this  time  a  transverse  partition  forms,  dividing  this  cloacal 
aperture  into  an  anal  or  posterior  division,  and  an  anterior  division, 
called  the  ,^o-gM  simis.     Prom  the  part  of  this  sinus  lying 
above  the  opening  of  the  Wolffian  duct  in  the  male,  and  the 
MiiUerian  duct  iu  the  female,  the  prostatic  portion  of  the  male 
urethra,  and  the  whole  of  the  female  urethra,  is  developed;  the^ 
part  below  this,  forms  the  vestibule  in  the  female,  and  the  mem- 
branous part  of  the  urethra  in  the  male.    The  uro-genital  sinus 
is,  however,  further  sub-divided  by  a  fold  forming  m  ^^t^™" 
p^sterior  direction,  called  the  genital  eminence,  and  which  ^^timate  j 
forms  the  penis  in  the  male  and  the  clitoris  m  the  female.  The 
under  surface  of  this  body  is  cleft,  and  is  further  bounded  by  tM  o 
folds,. which  in  the  male  grow  down  and  close  m  the  furrow 
forming  the  corpus  spongiosum  of  the  penis ;  but  m  tl^  fema  e 
they  remain  open,  and,  diverging  from  each  other   form  e 
nvmpha.  or  labL  minora.    At  the  sides  of  the  sinus  other  lutegu- 
m;ntary  folds  arise,  which  in  the  male  joia  to  form  the  scrotum  , 
hut  in  the  female  they  remain  open,  and  form  the  abia  majora. 
In  the  male,  the  small  prostatic  pouch  or  sinus  i^ocularis,  s.een  m 
the  prostatic  portion  of  the  urethra,  is  the  ^^^^l^S";  f 
va  Ja  and  uterus  in  the  female.    This  space  further  diAeis  fro 
h^  corresponding  space  in  the  -le-(l)/«  the  s^^^^^^^^^^^^ 
fascia,  owing  to  the  position  of  the  vulva,  ^^^^''l^'^^.^; 
line,  and  becomes  continuous  with  the  sheath  of  the  vagina. 
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(2)  situated  between  the  orifices  of  the  vagina  and  the  anus,  is  a 
SilTto  T  •  ^"^^^^^  ^'"^^'^  corresponds  in 

elastic  tissue;  (3)  the  two  halves  of  the  muscle,  corresponding  to 
the  accolerato.  urin.  in  the  male,  are  separated  by  S  vTlva 
forming  the  bulbo-cavernosus  muscle  or  sphincter  vagfnl 
(4)  the  vagina  pierces  the  triangular  ligament  of  the  u/ethra 
t2:^r^  ''''  -  — ^  "extravasatS?:^ 


.  Nerves  of  the  Perineum.-The  Pudic  Nerve  supplies  bv  it. 
infenor  hemorrhoidal  branch,  the  skin  around  the  Zsl^l 

~  fiV'^-^^1  rr^ 

W  r     ^^'^'''''''''^  l^r^^ch  supply  the  skin  of  the  ischio-rectal 
fossa,  the  scrotum,  and  under  part  of  the  penis  and  sp  JCfl  . 
to  the  levator  and  sphincter  ani.    The  Dom  '  ^tZ 

r.n.,..     -1  •  \r  J-iiese  communications  of  the  nnrlir. 

of  the  synpatbetic;  it  .Uo  l^,'Z  e^l"'"^^^^^^^^ 
sphincter  ani,  and  sMn  Ween'^'^;:anu  Z'VZ^T'T' 
nerve  .s  the  one  chiefly  aflected  in  cases  of  "fis'l  „f  the 
more  especia  y  its  branch  to  »,„  ..a-    i  ?  ™ 

twigs  to  the  skin  abonT  th  anu     Tu  Tl'  """"^ 
Branch  of  the  small  seiat  cT.  f™I:*:T ^' 
P.erces  the  fascia  lata,  supplies  the  sto  „  Th     c™  ™'"a 
communicates  with  the  srn)PTfip,-oi  ^   ■     i     .\       scrotum,  and 
hoidal  nerves;  othe  briSTf  ftT      i,""^  '"'°™' 
at  the  npper'and  inner  sMe   of  leTV?'" 
aspect.    It  will  be  observed   hctto  S'tl  P"''™' 

r^Sir,t^r/±i-^^^^^^^^^^ 

w.MlseascofthLne^r:r:„tre~ 
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rectum  causing  retention  of  urine.  Mr  Hutchinson  relates  a  case 
where  permanent  incontinence,  both  of  fajces  and  urme,  with  entire 
loss  of  sensation  in  the  passages  concerned,  foUowed  the  crushing 

operation  for  piles.  .  f 

The  depth  of  the  perineum  varies  with  the  amount  ot  lat 
present  It  is  deeper  towards  the  posterior  part,  and  more  shallow 
towards  the  front.  Posteriorly  it  varies  from  two  to  three  inches, 
while  in  front  it  may  he  less  than  an  inch. 
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CHAPTER  XLI. 
THE  PELVIS. 
LITHOTOMY. 

folll!!:-^'*"'"  insfr™e„fs  required  a,,  a., 

tlie  sound  ,vlie,i  a  stone  is  struck 

3.  Staffs,  as  large  as  the  urethra  AviU  admit  Avitli  nc  i 
wide  grooves  as  possible  on  the  left  hand^^   I         ^"'"^  ''''^ 
•stop  half-an-inch  from  the  point  ni,.        !     1  '  "'"^^ 
the  handle,  lest  m-i^e  escape  l^l  T 

straight  (Ket),  or  cnrver  C^^^^^^^^^^  T''""  ^« 

angle  (.uauU),  or  a 

enlarged  prostate,  CiiKSE.B.NV.taif  i   beS  1  ''''' 
because,  when  the  anrrle  ic  i„  n  ^'^^''^^  than  Buchanan's, 

-ay  noJ  be  in  the  blac ul  --^ranous  urethra,  the  poinJ 

it  is  very  di/HcuIt  to  Sd'e  ^'^^^^^^^l  ^i-b  be  too  long, 
«  long  horizontal  liX^-^^^^^ 
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and  used,  as  the  angle  is  rounded.  The  broad  part  of  the  handle 
should  he  roughened,  especially  the  side  towards  the  concavity  oi 

the  staff.  ,  . 

4  Knife,  with  a  large  handle— for  the  adult,  say  ahout  lour 
and  a  half  'inches.     The  blade  is  about  tluee  inches  long,  and 
does  not  cut  to  the  heel,  the  cutting  edge  only  extending  about  an 
inch  and  a  quarter  from  the  point.    The  blunt  part  is  to  allow  the 
fin<^er  to  be  placed  below  the  blade,  to  press  and  keep  the  knife 
in  the  groove  of  the  staff  during  the  second  part  of  the  incision. 
It  should  be  bevelled  off  at  the  back  near  the  point,  so  as  to  enable 
it  to  glide  easily  along  the  groove  of  the  staff    A  probe-pointed 
knife  with  blunt  heel,  is  sometimes  used  to  enlarge  the  deeper 
part  if  the  wound  before  the  stone  is  extracted.    Aston  Ivey  uses 
a  straight  staff  at  the  latter  part  of  the  operation.   Buchanan  uses 
a  rectangular  staff;  the  angle  is  felt  in  the  perineum,  and  the  knile 
euts  straight  down  upon  it,  and  then  along  the  ./m^^^W  groove 
into  the  bladder.     In  Professor  Chiene's  staff  (Fig.  21o),  the  two 
parts  are  almost  at  right  angles  to  each  other;  but  the  angle  is 
not  sharp  but  rounded,  so  that  it  possesses  the  advantages  of  both 
the  ordinary  and  the  rectangular  staff-ease  of  introduction  and 
less  risk  of  the  knife  slipping  out  of  the  groove.    For  the  ordinar 
Cheselden  staff,  probably  Fergusson's  knife  is  the  best_;  but  fo 
Professor  Chiene's  or  Buchanan's  staff,  Liston's  knife  is  bettei. 
For  the  fh-st  part  of  the  operation,  the  knife  is  held  under  the 
hand ;  in  the  second  part,  Li8T0N  held  it  above  his  hand. 

5  Blunt  Gorget,  probe-pointed,  with  blade  about  four  or  five 
inches  Ion".  This  is  sometimes  useful  as  a  director  and  safe  guule 
Z  the  foi^eps,  and  for  dilating  the  already  ^-^^^^ 
be  used  in  c.ses  where  the  finger  cannot  reach  the  bladder,  as  m 
enlarged  prostate,  and  in  a  fat  person  with  a  very  deep  perineum^ 
feCiT  gol-gets,  formerly  much  used  for  cutting  the  deeper  part  of 
the  wound,  are  now  discarded. 

6  Forceps  of  various  sizes,  straight  or  curved,  to  suit  the  aM 
of  the  pelvis;  the  blades,  when  closed,  should  be  about  an  eighth 
0   !n  inch  fr  m  each  other.    The  curved  pair  may  be  required  in 

ses  Xre  the  prostate  is  enlarged,  and  the  stone  in  the  pou  h 
behU  t  The  handles  have  a  ring  on  one  side,  and  a  hook  on 
^h  oth      the  ring  is  for  the  thumb,  the  hook  for  the  fingers. 
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Fig.  216. 

Propessor  Ch.hnb-s  STArP.  L.thotomv  Tube. 
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7.  Scoops. 

8.  Searcher,  specially  made  for  sucli,  or  else  use  an  ordinary 
souud. 

9.  It  may  be  sometimes  necessary  to  have  some  means  present 
for  crusliing  the  stone. 

10.  A  pair  of  Lithotomy  Tapes,  of  worsted  or  coarse  flannel, 
three  yards  long,  and  three  inches  broad ;  or  leather  anklets  and 
wrist-bauds  may  be  used. 

11.  A  silver  or  gum  elastic  Rigid  Tube,  well  rounded  at  the 
end,  and  provided  with  rings,  whereby  it  can  be  tied  into  the 
bladder,  with  or  without  "  petticoats."    There  are  also  specially 
made  "  air  tampoon"  tubes  for  the  same  purpose.    The  tube  with 
the  petticoat  or  air-bag  is  specially  adapted  for  plugging  the  wound 
in  cases  of  deep  venous  hrcmorrhagej  and  being  rigid,  the  walls  of 
the  tube  are  not  squeezed  together,  so  that  the  urine  and  discharges 
can  still  pass  freely  through.    This  tube  is  not  to  drain  the  Avound 
and  must  therefore  only  have  holes  at  its  ends;  and  besides,  lateral 
holes  would  allow  the  urine  to  flow  out  and  soak  the  raw  surface 
of  the  wound  (Fig.  21G).  . 

12.  Catch  forceps,  tenacula,  ligatures,  spouges,  Imt,  morphia  ^ 
suppository  (half-grain),  towels,  etc.  •      •  t 

In  all  forms  of  perineal  lithotomy,  the  object  m  view  is  to 
make  an  opening  into  the  bladder,  large  enough  to  admit  of  eaiiy 
extraction  of  the  stone  without  opening  up  the  visceral  pelvic 
fascia,  with  the  least  risk  to  the  pudic  artery  or  its  branches,  and 
without  injury  to  the  rectum. 

Assistants  —Three  special  assistants  arc  required— one  to  stcaUy 
and  abduct  each  knee,  and  a  third  to  hold  the  stafl'  and  pull  the 
scrotum  up  out  of  the  way.  This  assistant  stands  on  the  left  side 
of  the  patient,  close  behind  the  assistant  holding  the  left  knee;- 
he  is  also  to  grasp  both  scrotum  and  penis  with  his  left  hand,  and 
pull  them  up,  for  by  so  doing  he  not  only  holds  the  scrotum  out 
of  the  operator's  way,  but  by  stretching  the  penis,  he  also  draws  up 
the  bulb,  Avhich  is  thus  less  likely  to  be  wounded,  and  increases  the 
space  between  the  urethra  and  rectum.  The  Surgeon  is  seated  on 
a  low  stool  facing  the  patient's  buttocks,  so  that  when  operating 
his  fore-arms  are  almost  on  a  level  with  the  patients  perineum, 
which  should  be  perpendicular.    The  instruments  are  arranged  m 
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a  couvenient  manner  on  a  tray  within  oasy  reach,  or  else  committed 
to  tJie  charge  of  an  assistant. 

Before  operating,  the  patient  sliouki  be  kept  quiet  for  a  week  or 
ten  days,  and  his  general  health  and  secretions  carefiUly  attended 

!  J  r^^"  «P^^'-ti°".  0.  this  can 

^In  nf'  "^pleasantness  to  the  patient  after  he  is  nnder 

cUo  ofornx  and  tied  up.     On  the  morning  of  the  operation,  the 

two  h'r  ^"^'"^     ™  administered 

t  o  hours  or  so  before  the  operation;  it  is  necessary  to  see  that  it 

on  the  table,  and  besides,  a  distended  rectum  adds  greatly  to  the 
sk  of  the  operation.     A  loose  circle  of  bandage  may  also  be 

^Inel  r  "^"^^  «f        tube  a 

Ion  cfc  if     .  urine  is  allowed  to 

m  the  bladder.    The  patient  being  now  placed  on  the  table,  an 

If  the  tote  LT^  r;  --t-t« 

1  ot  ttect  '  -ith  the  operation,  but  if  he 

nnl      n  "''^       «P°^''^tion  must  never  be  performed 

In        d  n^/,''"  '^^'"^  "^^^  '^Itereth  no  . 

or  table  wfth  t    T  T?'       °"       ^^"^^^  "P^^    ^--^  -'-^ttress 

l.c  can  then  more  elkv  1     I     "'"V''"';'"'  '°  "«'" 
the  left  hand  iX         Htl  7  m  "  "'=1" 
■nd  oiled,  is  H,cn  allowed  t  oteTfttS",  T""'  ™" 
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if  no  stone  be  found,  the  water  should  be  drawn  off  and  tlie  viscus 
examined  empty ;  for  this  reason  a  hollow  sound  should  be  used  in 
preference  to  a  solid  one.    When  it  has  entered  the  bladder,  the 
point  is  first  directed  to  the  deepest  part  of  the  bladder  where  the 
stone  usually  lies,  and  made  to  move  gently  from  side  to  side,  tlien 
from  before  backwards;  it  is  next  rotated  slightly  with  the  beak 
downwards,  and  the  handle  gently  depressed  between  the  patients 
thicdis,  so  as  to  examine  the  floor  and  sides  of  the  bladder  and  the  • 
pai°t  immediately  behind  the  prostate;  the  sound  is  moved  slowly 
alone,  the  floor  and  sides,  and  gently  twirled  from  side  to  side  in 
the  meantime,  so  as  to  examine  every  part  in  a  regular  me  hodical 
manner.    The  handle  may  be  depressed  still  further,  and  the  beak 
turned  upwards,  so  as  to  examine  the  pubic  portion  of  tlie  Waddei 
wall     The  usual  positions  of  the  stone  are-(a)  At  the  right  side 
of  the  neck  of  the  bladder;  (h)  at  the  fundus,  near  one  or  other 
ureter;  (c)  in  the  pouch  behind  the  prostate,  especially  m  ol(l  men 
Id  id)  more  rarely,  in  a  pouch  under  the  pubes,  or  m  the  posterm 
and  upper  wall:  iu  the  child,  as  the  bladder  is  an  abdominal 
orl  it  may  be  caught  above  the  pubes.     If  the  sound  alone 
St  detecl  the  stone,  then  try  with  the  finger 
and  if  still  unsuccessful,  draw  ofl'  the  water  and  try  tl^^  ^^J^y 
bladder.    The  stone  may  be  missed  if  it  les  m  the  pond  beh md 
the  prostate  or  above  the  pubes  in  the  child,  or  i  ^  ^^^^^^ 
of  lie  recesses  of  a  sacculated  bladder.    A  l^^hotri     mal  e  an 
excellent  sound,  as  one  is  better  able  to  measure  tl^e  stone  o 
nd  e  f  itB  l^aiiness  by  the  bite  of  the  lithotrite,  and  a^^^^^^^^^  ^ 
inmber  present.    Other  points  to  be  noted  m  -^^^-ol/^^^ 
orulsive  power  of  the  bladder  as  the  water  is  drawn  o^.^^d  ft 

mention  that  some  Surgeons  use  a  flat  piece  ot  woo 

the  end  of  the  sound,  to  act  as  a  -undin^-W 
the  "  click"  of  the  stone.    A  stone  may  ^^^^^^f  \^  the 

when  it  is  not,  by  the  sound  c  icking  ^S^f^f  ^  [^^^"^^.^  third 
operator's  finger,  or  its  point  nibbing  again  t  a  piojectm, 
X  01  projecting  ruga.,  coated  with  phosphatic  deposit. 
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bo  Wv*r'.  leaving  been  felt  by  the  staff;  the  patient  must  then 

a  lowed  to  slip  out  of  the  bladder.    He  is  tied  up  by  makiu^  , 
clove  hitch  in  the  tape  and  passing  it  round  the  Iri  t 
knot  m  front,  so  that  the  arteries  of  the  fore-arm  are  not  pr Ls  d 
upon,  after  which  the  palm  of  the  hand  is  laid  against  tL'  ^l' 

nds  oftheT       °'       P^"^"*'^  there  b'  h 

inl  P  and  hfn  1  Tf  ^  ^^--f-ght  round  the  ankle, 
instep,  and  hand,  and  firmly  tied.  The  patient  is  then  moved 
dotards  to  the  end  of  the  table,  so  thit  his  butt  cks  Zect 

and  1^  righ  nXs  to  rV"^^^^  T^«^  -  -ddle  line 
hooked  vei^lalh  1  nwn  P^*^'^^*'^  '^^^d 

for  reason  Sr^^^^^^^  r"'"  ''''''''  P"^-' 

of  the  staff  neTest  the  1     .        T'^'"'         ^'^^^  ^^^^^^^^ 
•of  the  a.ista~t  l^^^^^^^^^      T"^*  f  P^^'"- 
presses  against  the  bio  fdTn.  1        ^"^^^^  «»^-f^«<^  «f  his  thumb 
further  c^ntr  bute  t    ^il  ^  f '"r  -''^1 
be  allowed  t      3t  If  I  "  H  T 

he  done  to  s  oh  an  eS  .  V  1  not 
of  the  patient  stTff  ^« 

.-■ither  towards  or  1^;!^ tL  a  l""  t:""''  '-^"^^^'^^  tilt 
•abdomen,  then  its  nl    /  t^"<^d  towards  the 

knife  cannot  :i;e^7:^X    ;  of  course,  the 

■hi  old  men  with  onlar 'e    nT.  f         r       '"''^  '"^"^ 
conlacl  witl   the  3t?ne  T      •>  1       '''^"'^  '^^'^^  be  kept 
'I'e  perineum,  it    1  er^^^^^^^  'I^TT'  .  '^^'^^^  towards 

he  knife  enteriu.  he  noste n       '  \T       '""'^  ''''''     '  ^'^^  «f 
00  extensively.  ^  ^"^^  ^i^^^i'-^S  the 

prostate 
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The  Surgeon  now  passes  his  finger  into  the  rectum  to  ascertain 
the  depth  of  the  perineum,  by  feelmg  the  apex  of  the  prostate 
and  membranous  portion  of  the  urethra,  to  see  that  the  rectum  is 
empty,  and  also  to  make  it  contract  to  its  fullest  possible  extent, 
which  will  keep  it  out  of  the  way.    The  fingers  of  the  left  hand 
are  then  laid  on  the  left  side  of  the  perineum,  to  steady  it  whUe 
the  first  incision  is  being  made.    The  knife  is  entered  one-third 
of  an  inch  to  the  left  of  the  median  raphe,  an  inch  and  a  quarter 
in  front  of  the  anus,  so  as  not  to  cut  the  artery  to  the  bulb,  and  is 
carried  downwards  and  outwards  for  about  three  inches  to  a  point 
between  the  anus  and  the  tuberosity  of  the  ischium,  but  rather 
nearer  to  the  tuberosity  than  it  is  to  the  anus.    The  deepest  part 
of  this  incision  should  be  towards  the  upper  part,  near  the  base 
of  the  triangular  ligament,  just  between  the  erector  penis  covermg 
the  crus,  and  the  accelerator  urinaj  covering  the  bulb,  or  fully  a 
(luarter  of  an  inch  from  the  upper  end  of  the  incision,  and  must 
become  shallower  and  shallower  as  it  passes  downwards  into  the 
ischio-rectal  fossa.    The  point  of  the  knife  should  strike  the  staff 
as  it  lies  between  the  "  two  layers"  of  the  triangular  ligament,  m 
the  membranous  portion  of  the  urethra.  _  -.^ 

In  malcing  this  incision.  Professor  Cuiene  keeps  his  finger  in 
the  rectum,  aU  the  time  resting  on  the  apex  of  the  prostate,  while 
he  steadies  the  tissues  outside  with  his  thumb;  there  is  no  doubt 
but  that  by  tliis  means  the  depth  of  the  perineum  and  the  situation 
of  the  stafl-  in  the  membranous  urethra  can  be  more  easily  kept  m 
the  mind's  eye,  and  that,  therefore,  the  first  incision  is  more  sately 

and  correctly  made. 

By  the  first  incision  we  divide-(l)  The  skm;  (2)  superficial 
fascia,  opening  into  the  pouch  formed  by  the  fascia  of  Golles  ;  (3)  the 
inferior  hsBmorrhoidal  vessels  and  nerves;  (4)  probably  some  of  the 
branches  of  the  long  scrotal  nerves;  (5)  the  transversus  permei 
muscle;  (6)  the  lower  border  of  the  anterior  layer  of  the  triangiUar 
U.ament;  and  (7)  the  membranous  urethra  surrounded  by  the 
compressores  urethnf  muscles.  The  left  forefinger  is  then  to  bo 
passed  into  the  wound,  to  see  that  the  staff  is  reached,  and  to 
protect  the  rectum  if  it  is  found  necessary  to  enlarge  or  dear  the 
ncision  to  reach  the  staif ;  then  the  naU  of  that  fi-gj  -  j 
in  the  groove  in  such  a  way  that  the  dorsal  surface  of  the  fiugei 
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is  turned  towards  the  operator's  ricrht  hand     Th«  tr,v  •  .1 
slipped  along  th.  „ppe.  f„rfaoe  rathe.C  a  '  Jer  ^tiV^:, 
pushed  ftrongh  the  .nenabranous  urethra  into  tC  ™t   „  T' 

Wade  of  the  knife  is  then  melined  till  it  lies  parallel  with  the  rami 

it,  lest  it  slin  frn,ii  fi..  1.  •'^^Se,  nor  elevating 

the  angle  between  tie 

degrees  all  throngh  this  second  incision.    iTe  kn  ^^^^^^ 

firmly  pressed  against  the  side  and  npper  part  of  tl 

It  slip  out.    Just  as  in  li^aturP  of        ^  T 

-ake  a  free  superficiaTin^s  on  but  ?  ^'/""^'^ 

opening  in  the'prostate  2^^.  en  a  gt^^s  fa 

withdrawincT  the  knife       ^      ^"/^^g^d  as  far  as  necessary  when 

to  keep  the%tk  ofiL  L  ^"^^  --^^^^1 

tl^e  enlarged  anJilt^^^  t:^^^^  I. 

^ill  be  necessary  than  in  vonr.       1  '  ^  ^'"'S'" 

easily.    As  the  knife  S  withl  °  1i     '  '^^^^'^  «° 

along  the  groove  int^a^rt^^^^^^^^^ 

wmc^  and  prevent  the  escape  of  fluid  7m7tll 

judge  Its  size,  and  turn  it  in  the  nvoT       %  ^^^^ 

dilate  the  prostatic  inci        an/Jto  f  1  ^  f  ^  '^'^P^^'  ^^^^ 

is  most  suitable.  '        ^  '  *°  ^'''^^^         ^i^e  of  forceps 

rest^of  fllr'^^T  ^'"'^'^  «««0"d  incision  are-n^  Tl 

rest  01  the  membranous  nrethm  onrT  +i  ar§— (ij  xhe 

"muscles;  (2)  a  few  fibres  of  th' 7^  .^«^"P^'«««o^es  urethra3 

(3)  the  left  lobe  of  ZZl^^  i^T  '""^  Prostatce)  ; 

urethra;  (4)  a  dense  rL'  S  Li  P'^^'^^^ 

(.5)  the  internal  sphinctir  f  t^^^^^^^^^^^^  '''^''^''^  ^-^thra; 

-on  as  the  finger  feels  th    tone        .     ^'^^'^^^^^^^^^^  A« 
^0  withdraw  the  staff.    The  forceos       fr^'"""  ^^^'^^''^"t 
-Iready  in  the  bladder  acting    T.^^^^^^^^^  "It"^'' 
■  1  ttle,  so  as  to  embrace  the  finC  /non  .1  ^^^^^^^^^ 

--theya.p.hedthrongifrp~t:rc:::^ 
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the  finger  is  withdrawn.  Sir  Henry  Thomson  directs  that  they 
should  °be  passed  along  the  palmar  aspect  of  the  finger,  till  they 
are  fairly  in  the  bladder.  The  blades  are  then  opened,  and  the 
stone  is  usually  caught,  being  carried  between  the  blades  by  the 
first  gush  of  urine.  The  method  adopted  by  Mr  Chiene  is 
extremely  simple  and  effective :— The  forceps  being  introduced, 
open  the  blades  widely  in  the  horizontal  direction,  turn  them 
one-quarter  of  a  circle,  so  that  the  handles  now  lie  in  the  vertical 
direction,  then  close  tlie  forceps  by  lifting  the  hnm-  handle,  as  this 
corresponds  to  the  upper  blade;  by  this  means,  if  there  be  a  stone 
present,  it  will  be  caught.    The  loim-  Made  must  not  be  moved 

If  the  stone  be  faceted,  there  will  almost  certainly  be  others 
present  '  Lastly,  the  searcher  must  be  used  to  explore  the  whole 
cavity,  and  make  sure  that  they  are  all  removed.    SmaU  ones 
may  be  removed  by  the  scoop,  being  grasped  between  the  blade 
of  the  scoop  and  the  point  of  the  operator's  finger.    AU  bleeding 
arteries  are  then  secured,  the  venous  haemorrhage  usually  soon 
stops  of  itself,  but  if  not,  the  wound  must  be  plugged.    The  wound 
is  then  washed  out,  the  rigid  gum-elastic  tube  tied  in,  the  patient 
loosened  and  carried  to  bed.    He  is  placed  on  a  firm  mattress, 
guarded  by  waterproof  cloth,  with  the  body  so  inclined  as  to  favom: 
the  flow  of  urine  from  the- wound;  a  warm  draw-sheet  is  placed 
beneath  his  buttocks,  which  are  to  be  smea,red  with  vaseline  to 
prevent  excoriation.     Each  knee,  slightly  flexed  and  abducted 
should  lie  on  a  pillow.    A  special  attendant  must  watch  the  wound 
and  the  discharges,  and  see  that  the  tube  does  not  become  blocked 
up  by  blood  clots.    A  dose  of  opium  may  be  given  if  necessary. 
When  the  patient  makes  plenty  of  urine,  this  is  always  to  be 
regarded  as  a  very  good  sign.     The  diet  should  at  first  be  non- 
stimulating,  consisting  chiefly  of  milk,  with  plenty  of  barley-water 
to  drink     The  urine  passes,  in  the  first  instance,  entirely  through 
the  wound,  but  after  the  first  day  it  may  pass  several  times  by 
the  urethra,  because  the  inflammatory  swelling  closes  up  the  hole 
in  the  prostate.    After  forty-eight  hours  it  again  passes  entirely 
through  the  wound;  about  this  time  in  the  adult  and  sooner  ni 
the  child  the  rigid  tube  is  to  be  removed,  as  the  sides  of  the 
wound  wm  be  glazed,  so  that  there  is  no  danger  of  urinary 
JZZn,  and  be°  ides,  if  left  longer,  it  is  lilcely  to  become  coated 
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tle'llTt't':  "n--  ™'  «">  """^  -  '»  allow 

not   ,T„1     ,  ?  '  ""''^  of  htemorrlage;  MrB»YAKT  does 

(.l,..^„,.,i.     t  *  "'^  stricture  following  this  wonnd  of 

-sriwnbr  or  i„r  1. 

axis  01  the  tube,  and  not  transverse  (Duncak) 

■■o  .<o,s  is  that  it  rns  etZttt"         i?:::  d'^lf'f 

position  of  the  btdd"  aS  .h*°"r  l'^™* 

ohiU  and  in  the  atlV  l  te  ^hild  t '7.'? 

abdominal  or»an  and  i,  „,„i       ™  "  *«  Madder  is  chiefly  an 

prostate  il  ^t  '  em;:  =  '  ^  ^  th*"' 

not  pass  too  far  up  the  staff  nr  ll     .1  ^'""^^^^  '^o^s 

escape  along  the  g^o  v   taWn"  th    T  ^^-^^1- 

an  ernpty  bladder:  1^1;"'!'^;  upon 

pass  between  the'bUt   n  ^^rtr 
should  be  strongly  curved     Tn      i  further, 
incision,  direct  tbe',™Ta",itti\p:  2- '      ^'t  'T'  °'  ""^  ' 
finger  carry  it  along  the  concave  sfr  f  the  ^      "'"''"""S  «>" 
of  he  iarethra,  which  i,  jUei  jj '     ''»™"''  "of 

a  strong  director  before  the  staff  1  T     7  ^™  ""'O'luees 

finger  along  the  director.    Itt  1  ,  IT     '  f°" 

the  usual  manner,  as  the  limbs  1      ,  T  '°  "°      "  o!""'! 

the- assistants.    The  staff  „,t  b   ,'''!*  ro=i«on  by 

to  W,  til    he  S  r let 

^.."ing  operation  is  asnally  pXedTn'b  ""S^'''  I'''" 

of  age,  though  it  has  W  s   trth^ule'  °' 

nay  be  performed  safely  at  a  much  1",       f  "i'o'ation 
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When  the  patient  is  on  tlie  table,  the  order  of  events  is  the 

following : — 

1.  Administer  chloroform. 

2.  Draw  off  all  the  urine  in  the  bladder. 

3.  Inject  four  to  six  ounces  of  a  warm  boracic  solution. 

4.  Introduce  the  staff,  and  strike  the  stone;  and  if  felt— 
'  5.  Tie  up  the  patient. 

6.  Shave  the  left  side  of  the  perineum. 

7.  Cut- 

(a)  First  incision,  down  to  the  staff  m  the  membranous 
urethra. 

(h)  Second  incision,  from  this  point  into  the  bladder. 

8.  Eemove  the  stone  or  stones. 

9  Pix  a  lithotomy  tube  into  the  bladder. 
The  following  Facts  are  worthy  of  Special  Note:-Iu  making 
the  deeper  incisions,  the  side  of  the  knife  should  be  kept  parallel 
with  the  ramus  of  the  ischium,  because,  if  the  edge  be  turned  too 
much  towards  the  mesial  line,  (1)  the  rectum  may  be  wounded; 
and  if  the  edge  be  turned  too  much  outwards,  (2)  the  mternal  pudic 
artery  may  be  cut,  which  is  bound  down  in  a  strong  sheath  of 
obturator  fascia,  under  cover  of  the  ramus  and  tuberosity  of  the 
ischium     It  lies  about  three-quarters  of  an  inch  above  the  margin 
nf  the  tuberosity.    (3)  The  artery  to  the  bulb,  instead  of  coming  off 
t^^^  1-i  ^^tween  the  two  layers  of  the  triangular 
Lament,  and  running  transversely  inwards  to  the  bulb,  some  unes 
aiCs  fu  ther  back,  and  sometimes  even  in  the  ischio  rectal  fossa 
In  his  case  it  is  almost  certain  to  be  wounded,  and  the  accident 
s  attliSd  with  considerable  danger  to  life,  ^^^^ 
for  three  reasons-(a)  Erom  its  size  and  ^^'^  ^-/^'^y^  f  f 
cut  (usually)  near  its  origin  from  the  parent  trunk;  (fc)  it  s  so 
dirplac  cl  that  it  is  almost  impossible  to  apply  a  ligatuj.;^ 
and  (Vtbe  fibrous  nature  of  the  tissues  m  which  it  lies  at  thi 
Tofnt  tends  to  prevent  its  contraction,  and  the  consequent  natiiral 
point  tena       ?  ^j^^  eourse  is  to  enlarge  the 

V  and  iel^th  ends  of  the  bleeding  vessel.    (4)  The  incision 
lite  s^^^^^^^  be  as  limited  as  possible,  lest  the  knife 
Sw  t  rnd  cut  through  the  reflection  of  the  pelvic  fa^ca 
C  itT'des  and  front  (the  point  of  reflection,  however,  is  clo. 
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children  is  Tatd      'eh  m!^  T"'  '"T"' 

a  pelvic  visous-  air  5)  if       •  'ian 

".ay  not  be  entered  at  all  ,  , 

bladder  ami  the  rectu  „  and  r    ""^  I'"''' 

'vonnd,  the  neck  of   he  W,d,^  '°  ''^1'"=  supposed 

Wth  these  diiferences  in  S  ,  ""'^             *™  "'"ttra. 

«me  „a,  as  in  the  adni:  -  l«rf°™«d  in  the 

the  sensitive  trig  1     Sc!  J"    "  "'"^  '"-^  " 

by  ther::r'of'''L'':irrh'r -  "f 

and  is  therefore  reEcved  ^3^1  ft 

removed,  but  beoins  aci , T        ^  ,     *"  "'rftant  is 

l..-tatic  plexus  of  no  tes  end  ,,  f  I  T^r  '"^  'bo 

Wdney  affections  A.ZTl^:^^^^:^^  f^' 

•  iidney;  but  other  conditions    ein.  sciofnlons 

■  in  its  substance,  or  T  U  c  I         '°  «"=  ''"Mney, 

■  similar  sympton,;.    The  ,  in  •     ,  ™=  tj 

•  "bowing  that  it  i,  ,„„st  lilS  '  r„  1"""  "*  ''^  »>ove„,cnt, 
•..hould  remember  that,  i^  bo,s  1  t,"  "'°™"°  '^""j'-  »'"J-.t 
to  adherent  prepuce.  When  ftf  I'/'""'"  '""y  bo  duo 
'Worst  nncturition.  Shul  II'S"'  "V"'™'".  paiu  is 
bladder  and  prostate,  abscess  "r  lV    Tr''""  °'  ""^  'bo 

'be  prostate,  n.,  •  a,,  '"'r'"''"'' 
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the  neck  of  tlie  bladder  is  inflamed ;  so  also  in  liypertropliy  of  the 
prostate  in  old  men,  especially  of  the  "middle"  lobe.  As  tlie  lirst 
part  of  the  urethra  lies  in  the  prostate,  it  is  very  often  inflamed 
in  afiections  of  that  gland,  so  that  there  will  also  be  pain  during 
micturition  to  a  certain  extent. 

THE  MEDIAN  OPEEATION. 

(The  Old  "  Marian,"  or  the  "  Operation  of  the 
Apparatus  Major.") 
In  this  case  the  incision  is  made  in  the  middle  line,  in  the 
space  between  the  rectum  behind  and  the  bulb  in  front.    A  stafi" 
with  a  median  groove  is  passed  into  the  bladder,  and  the  left 
index  finger  passed  into  the  rectum,  and  made  to  touch  and  rest 
on  the  apex  of  the  prostate  gland.    The  knife  is  then  entered 
with  its  edge  Mredad  upioanh,  half-au-iuch  in  front  of  the  anus, 
and  its  point  so  directed  that  it  cuts  a  small  part  of  the  apex  of 
the  prostate  and  the  membranous  urethra ;  it  is  next  made  to 
cut  upwards  for  a  little  way,  opening  the  membranous  urethra  a 
little  more  fully.    A  ball-pointed  probe  is  then  passed  along  the 
stafl'  into  the  bladder  and  the  staff  withdrawn.     The  finger  is 
now  introduced  and  the  prostate  gland  ddated  sufliciently,  rf  thft 
be  possible.     This  operation  has  been  characterised  as,  "  sinaU 
incision,  much  dilatation;"  but  it  is  doubtful  whether  it  is 
altogether  "  dilatation."    After  dilatation  is  completed,  the  stone 
is  extracted  by  the  forceps.  . 

The  Structures  divided  are— (1)  Skin  and  superhcml  fascia; 
(2)  sphincter  ani;  (3)  the  central  point  of  the  perineum  and  the 
structures  meeting  there;  (4)  the  lower  edge  of  the  triangular 
ligament;  (5)  apex  of  the  prostate;  and  (6)  membranous  urethra, 
surrounded  by  (7)  the  compressores  urethra  muscles.  • 

Advantages-(l)  It  is  said  to  be  more  easily  performed. 
(2)  There  is  less  bleeding,  as  it  is  in  the  median  raphe,  and  there 
L  no  risk  of  cutting  the  artery  to  the  bulb.  (3)  It  is  said  to 
be  hnj^ossibk  to  open  up  the  visceral  layer  of  the  pelvic  fa.scia,  a. 
it  is  dilatation,  not  cutting;  there  is  less  injury  to  the  lateral 
ligaments  of  the  bladder.  w.nx  i,,, 

Di3advantages.-(1)  Danger  of  wounding  the  bulb,  and  (2)  dan- 
ger of  Avouuding  the  rectum-both  greater  than  in  lateral.  (3)  ih. 
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It  IS  recommended— (1)  in  c-isp^  nf      •  i  t 

bladder;  (2)  in  cases  of  f  ^""'^^^^  tl^e 

(3)  in  else,  of  numirsm  H       ""V"""'  ^^^^^"^^ 

'  and  (4)  m  cases  where  loss  of  blood  is  u 

Fig.  217. 
The  Prostate  in  Lithotomy. 


i'he  I'retlu-ii 

The 
''  Mediau" 
Incision*. 


^'iscel■;a  Pelvic 
i'asciu. 

■I'lie  "Bilateral- 

Incision. 
'■I'lie  "Lateral" 
incision, 

serious  matter  to  the  iiatipnf      \  i 

^^2^-^  this  operation  . 
towards  which  its  concavi    lodf  f  ^ 
extending  for  about  two-th^   ^ 't  ^  f 
-nd  tuber  i..chii  on  each  side     1  /,  •  ^'^^^^^^ 
-d)  «kin,  (.)  superfieili'Letf  ''''''' 
penneum,  (i)  superficial  vessels  of  tl  .  n  '•''P''^""^  "'■^-^'^s  of  the 
muscles  of  the  jinneunx  ( ^ 1    K ''"'7?'       ^'^'^  ^"P^^'^^^^^l 
C^)  membranoujportion  o^  L  i^X^^^^^^  ^'^---")^ 
muscle.  Into  thLs  opening  tl.e  do^J  J     1 ''^"'l^^'^'^'^-'  ^'^^^hra, 
and  pa«scd  into  the  bladder  all  f      '''r-'-^'"'-''^*'^'''  "^^^'-^uced 
concavity  ;ipwards;  but  when  once  h  Tl  Tr!^'^'  '''''  ''''^ 

-  turned  downwards,  the  .spri.gT  tit  ^ty 

o      uit  jiciiRiie,  ]«  pressed,  and  tl.o 
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blades,  previously  "  set,"  are  made  to  cut  their  way  out  in  with- 
drawing the  instrument.  Through  the  opening  thus  made  in  the 
prostate  the  stone  is  extracted. 

Irregularities  of  the  Vessels  met  witli  in  Lateral  Lithotomy.'^ 
1.  Internal  Pudic— (1)  It  may  come  directly  from  the  internal 
iliac,  pierce  the  visceral  layer  of  the  pelvic  fascia,  run  along  the 
lateval  lohe  of  the  prostate,  and  there  divide  into  three  branches 
—(a)  the  dorsal  artery  of  the  penis,  (5)  one  to  the  crus,  and  (c)  one  x 
to  the  bulb,  which  runs  along  the  membranous  pai't  of  the  urethra, 
and  is  pretty  certain,  therefore  to  be  divided  in  the  operation,  if  it 
is  found  on  the  left  side.f  (2)  A  case  somewhat  similar  is  described 
by  Dr  Allen  Thojison.     The  vessel  at  first  lies  between  the 
bladder  and  the  rectum,  then  on  the  side  of  the  prostate,  and 
crosses  the  membranous  portion  of  the  urethra  obliquely,  below 
the  visceral  fascia,  to  gain  the  sub-pubic  arch ;  were  this  present 
on  the  left  side,  it  Avould  be  cut  in  the  lateral  operation.    (3)  Mr 
Si'ENCE  also  describes  a  case  where  a  vessel  arose  from  the  internal 
iliac  ii»%ommon  with  the  obturator,  and  reached  the  sub-pubic  arch 
by  passing  along  the  upper  surface  of  the  prostate ;  this  variety 
would  be  in  no  danger  of  injury  during  the  operation.    A  similar 
course  is  sometimes  pursued  by  the  dorsal  artery  of  the  penis  3  it  ^ 
passes  along  the  lower  and  lateral  wall  of  the  bladder,  then  across 
its  neck,  above  the  visceral  layer  of  fascia,  over  the  upper  surface 
of  the  prostate,  and  leaves  the  pelvis  by  passing  between  the 
anterior  true  ligaments  of  the  bladder ;  this  vessel  would  also  bo 
quite  safe,  as  it  is  above  the  visceral  layer  of  fascia,  unless  the 
incision  divides  this  layer  and  opens  up  the  u]iper  surface  of  the 
capsule  of  the  prostate,  which  it  should  never  do. 

II.  The  Inferior  Hsemorrhoidal.— This  vessel  leaves  the  pudic 
opposite  the  tuber  ischii,  and  divides  into  several  branches,  which 
pass  across  the  base  of  the  ischio-rectal  fossa;  sometimes  it  does 
not  divide  thus,  and  then  the  trank  is  cut  in  making  the  iirst 
incision,  and  bleeds  profusely,  both  fi'om  its  size  and  also  because 


*  See  article  by  tlie  late  Professor  Si-ence,  in  the  "  Edinburgh  Monthly 
Jledical  Journal,"  for  March  1841. 

t  Tliis  spociiucu  is  preserved  iu  the  Aiiatoiiiieal  Museum  of  the  Umveisity 
uf  Edinburgh. 
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therein  uo  holcl  ,  V  ?       ,7      ™  "f''"  =° 

'l™  to  ;L  cLt  -  fatal  ca»o 

IS  necessarily  dividefl  •  if  1       7  mcision  and 

ti-  perineum  between  tl.e  t^-o  lay  i  of  T"''  T""''  ^""^'^ 

to  tl.e  bulb.    Tlio  incision  is  blun     fa  f  T^'t 

and  a  quavtor,  or  an  inch  ancl  l^TiT-  I  "''"^^ 

-ould  thinlc,  kereLe    hTt  f  .  ''''''' 

operation.  Mr  Sp^c^  b  j^     f^l  ^^"""^  ordinary 

it  did  not  give  rLe   0  tr         l  ^^^^  thai 

;ts  origin4rovided\\  r   ta:nZ  f'^' 

(1)  The  vessel  has  been  knowT  f  ^  '  ""'"''^y 

P-  directly  backward      nlar  thrif  "^l/"" 

gain  the  bulb  (Sp.^,cE).    (2)  iLt        '  '°  ""^"^'^  "P 

posterior  to  it  usual  ori.  n  ZT^  P^^dic. 

-ent  to  the  bulb.     3  if;:^ Lr-'T 

aud  run  along  the  1^^^  trt7f\r   V'""»""^'^^  P"^^^' 
(see  previous  pa^e)     Rhoi,lr]      i  ^  to  the  bulb" 

-••le,  the  vessel; ill  'rXte  d^^T:!'^^^^^^ 
the  part  of  the  Surge'r  ^  m  Z      '        ''''''  '''''' 
whore  tlie  pudic  ga^e  off  no  J.        1'  «ase, 
vossel  can.  from  the  ant^  d^n  ^f  ^1  "^"^  ^^'^'^^'^  '''^ 

along  the  side  of  the  bladder  and  unn  ^  "'"''"''^^  P^««<^d 
prostate,  pierced  the        tmV  l,         .       "''P^'"  ""^"^^ce  of  the 

the  membranous  part  of  thHirolV  ""'^''''^ 

tl.o  bulb.  '"'""'^  obliquely,  and  then  entered 

V,  Prostatic  Artery  Tln'ti  <• 

internal  ih-ac,  arise  i,,  common  wilh?;  '"'^  •  the 
—   ^'^-^  ^<^«'«al,  or  come  from  the 


*  12  lines  =  one  inch. 
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pelvic  portion  of  the  pudic ;  it  iisually  pierces  the  visceral  layer 
of  fascia,  and  lies  on  the  side  of  the  prostate,  there  dividing  into 
hranches  which  supply  this  gland  and  the  neighbouring  part  of 
the  rectum ;  in  this  case,  it  is  not  likely  to  cause  trouble.  Some- 
times, however,  the  vessel  gains  the  perineal  aspect  of  the  prostate 
witliout  dmdincj  into  hranches,  and  may  be  fully  as  large  as  the 
artery  to  the  bidb,  and  would  give  rise  to  great  trouble  if  divided. 
Tliis  irregularity  is  nearly  three  times  as  common  as  the  dangerous  ^ 
forms  of°irregular  artery  to  the  bulb.    It  would  be  well,  in  all 
cases  of  perineal  lithotomy,  to  make  a  carefid  examination  of  the 
prostate  and  membranous  part  of  the  urethra  from  the  rectum, 
especially  on  the  left  side,  as  it  might  be  possible  to  detect  the 
pulsation  of  the  dangerous  forms  of  irregular  arteries  to  the 

prostate  and  bulb. 

VI.  Serious  bleeding  occasionally  occurs  from  the  plexus  of 
veins  (or  rather  venous  sinuses)  on  the  perineal  aspect  of  the 
prostate  gland  in  old  men  (Spence). 

THE  HIGH  OR  SUPRA-PUBIC  OPERATION. 

It  may  be  necessary  to  perform  this  operation— (1)  On  account 
of  tlie  large  size  of  the  stone,  (2)  rigid  hip  joint,  and  (3)  contracted\ 
pelvic  outlet.  It  is  also  advocated  for  boys,  as  it  avoids  the  risk 
of  a  large  wound  in  the  perineum,  rupture  of  the  membranous 
urethra,  and  injury  to  the  vesicular,  seminales  and  ducts.  ihe 
bladder  ;»«.^  be  distended  with  twelve  or  sixteen  ounces  of  some 
warm  antiseptic,  so  that  it  can  be  felt  above  the  pubes;  xf  it  cannot 
hold  water,  then  this  operation  cannot  be  performed.  An  elastic  ring 
may  be  passed  round  the  penis  to  prevent  the  escape  of  the  fluid. 
The  iniection  may  be  accomplished  through  a  silver  cath^tj^r- 
opening  of  which  is  securely  plugged,  and  the  instrument  left  m 

h    bladder  to  serve  as  a  guide  during         htter  part  o  th 
operation;  or  it  may  be  taken  out,  and  a  staff  introduced  for  the 

amfpir^ose.    This  operation  should  only  be  used  m  c.ses  where 
M  urine  is  healthy;  it  is  not  likely  to  suit  in_  cases  of  Ion,- 

standing  stricture,  or  enlarged  prostate.    In  septic  cases,  a  fiu 

drain  is  essential  for  the  patient's  safety. 

The  patient  rests  flat  on  his  back  on  a  table,  with  his  shoulde,^ 

slightly  raised.     His  legs  are  not  allowed  to  hang  over  the  en,l 
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of  the  table,  as  this  would  make  the  recti  tense.  The  preliniinarv 
Whl  7'  are  the  same  as  in  the  lateral  operation/ b'tTZ 
tenable  bag  shonld  be  introduced  into  the  rectum-  to  push  t^e 

t  o  and  a  half  or  three  inches  long  in  the  median  line,  immediately 
bladder  which  is  uncovered  by  peritoneum. 

of  the  recti  %      T^'  V       '""^'''^''^^  ^^'^^^^  (3)  the  sheath 
01  tne  recti.    J^ext,  the  adjoining  edges  of  the  recti  and  nvra 
midales  are  separated;  and  then,  with  the  finger  or  the  handk  of 

Madder,  provided  the        1  h  ,  L  aldlh  "  ""^ 

while  r         af  It   1  „1  r,   °'  P*»' 
the  bladder  wound  fa  stitcheTuo  2  T  n 

employed,  takin<,  care  to  ^'  ^"'"K  should  bo 

abdo„,i„al  waIh     f  tlf  "  iZ  -'T'  " 

blade=  forced  through  tt   Z  'l^X^t 

Jfo.  7  india-rubber  cathetfr,-ri    .  "'"^  "amoved.  A 

drawn  into  the  b  dl,    LI  T  T'" 

abdominal  wound     Sn    feher  " 

dnced.    In  forty-ei,.h  ho„  t, 

.emoved,    Befoie  CinZ.\t  r.  ''T''"V"''°  ™ 
oe^.nmng  the  operation,  four  ounces  of  a  warm 
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solution  of  mercuric  chloride— 1  in  4000 — is  injected  into  the 
bladder,  and  during  the  operation  the  wound  is  irrigated  with  a 
solution  of  1  in  2000.  The  advantages  of  this  method  are — 
(1)  The  urethra,  prostate,  and  neck  of  bladder  are  left  uninjured; 
and  (2)  its  simplicity  does  away  with  the  risks  of  lateral  lithotomy 
in  children.  This  plan  is  best  adapted  for  children,  where  the 
bladder  is  an  abdominal  organ. 

The  great  trouble  of  this  operation  is  the  difficulty  about  easy 
and  free  drainage.  Many  plans  are  adopted— (1)  An  ordinary 
tube,  aided  by  the  position  of  the  patient.  (2)  Drainage  has  been 
attempted,  by  adopting  the  principle  of  Spkengel's  air-pump. 
(3)  Professor  Chiexe  uses  a  glass  tiibe,  with  a  bundle  of  worsted 
tlireads  inside,  so  as  to  suck  the  urine  up,  in  the  same  way  as 
the  wick  of  a  lamp  sucks  up  the  oil.  A  dry  antiseptic  sponge  is 
placed  over  the  upper  end  of  tlie  tube  and  worsted  threads,  and 
this  in  turn  absorbs  the  urine,  and  is  tlien  squeezed  dry  from  time 
to  time,  either  by  the  patient  himself  or  his  attendant.  The 
threads  might  be  elongated,  encased  in  an  india-rubber  tube,  and 
allowed  to  hang  over  the  side  of  the  bed,  and  drip  into  a  vessel 
placed  there.  (4)  A  tube  may  be  passed  by  the  urethra,  and  the 
urine  drawn  off  by  siphon  action.  \ 

The  chief  dangers  of  this  operation  are — (1)  The  risk  of  in- 
filtration of  urine  into  the  cellular  tissue  of  the  wound;  (2)  the 
risk  of  wounding  the  peritoneum;  and  (3)  the  chance  of  setting  up 
kidney  UTischief,  such  as  suppurative  pyelonephritis. 

RESUME  of  this  operation : — 

1.  The  patient  is  placed  on  his  back  on  the  table,  his 

shoulders  slightly  raised,  the  pubes  shaved,  and  tlie 
parts  carefully  washed  with  1  in  20. 

2.  A  catheter  is  then  passed,  the  urine  drawn  off,  the 

bladder  washed  out  with  warm  boracic,  if  thought 
necessary,  and  then  fully  distended  with  the  same 
fluid;  the  penis  is  then  secured  by  an  india-rubber 
band,  or  tape,  to  prevent  the  escape  of  the  fluid.  If  a 
silver  catheter  be  used,  it  may  be  plugged  and  left  in 
to  act  as  a  guide.  Wlien  the  rectal  bag  is  used,  ten  or 
twelve  ounces  Avill  probably  be  .enough- 
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3.  Oil  and  introduce  the  rectal  clastic  bag,  and  fill  it  wifh 
warm  boracic  lotion;  do  not  use  too  great  for 
the  wall  of  the  rectum  be  ruptured-  ei.^t  T 
adult  and  three^ol;Jt^^ 

rJ.     ^    !    '^''''''^'^y  "^^'-^"^  ^nnived.     This  ba^. 
ra  ses  the         of  tke  UacUer  almost  to  the  1  vel  of 
the  upper  edge  of  the  pubes,  so  that  it  comes  In 
witnm  tlie  reach  of  the  operat  or. 
4.  Make  an  incision  two  and  a  half  or  three  inehes  ]„„„  i„ 

■1  .?  ,    '       "•■"P""'"'  alba. 

'"7  alba  near  the  pnbes,  between  the  pvra 

•p:a:xt;:rLroytr^^^^^^^^^^ 

ascertain  the  si.e  of  the  stone  ^''''"^  '''"'^ 

LITHOTRITY 
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The  instrument  used  for  this  purpose  is  called  a  Whotrite.  The 
operation  was  formerly  performed  at  several  sittings,  and  the 
shorter  these  sittings  were  the  hetter,  hecause  the  long  continued 
contact  of  instruments  with  the  mucous  membrane  of  the  hladder 
is  apt  to  produce  cystitis,  leading  to  pysemia,  or  even  death.  At 
the  first  sitting  the  stone  was  simply  crushed  and  the  fragments 
were  left  to  be  pulverised  and  extracted  at  subsequent  sittings. 
r.ut  the  crushed  stone  thus  left  is  apt  to  produce  great  irritation  ^ 
in  the  mucous  membrane  of  the  bladder,  and,  unless  care  be 
taken  in  the  treatment  of  the  patient  between  the  sittings,  small 
fragments  of  the  stone  are  apt  to  be  driven  into  the  neck  of  the 
bladder,  or  even  into  the  urethra,  causing  great  pain  and  injury 
to  the  tissues ;  and,  even  with  the  greatest  care  in  the  final 
exploration,  small  fragments  were  apt  to  be  left,  which  formed 
the  nuclei  of  subsequent  calculi. 

About  the  year  1882  a  new  operation  was  introduced,  caUed 
Litholapaxy,  by  Bigelow,  who  was  the  first  to  plan  and  carry 
out  the  operation.  For  its  performance  the  following  special 
instruments  are  required-(l)  A  lithotrite,  (2)  a  large  evacuation 
catheter,  and  (3)  an  aspirating  siphon. 

The  following  advantages  were  claimed  by  Bigelow  for  thi^ 
operation— (1)  The  stone  is  crushed  and  removed  at  a  single  sithng, 
sn  that  the  bladder  is  thus  freed  from  the  irritation  caused'  by 
small  fragments  of  stone  retained  in  its  interior  for  a  lengthened 
period  and  the  urethra  is  also  freed  from  the  irritation  of  then- 
possible  passage  between  the  sittings  (as  in  lithotrity);  and  furtliex, 
the  fragments  are  completely  removed,  so  that  none  are  left  to 
form  the  nuclei  of  subsequent  calculi ;  (2)  the  lock  of  the  IMrite 
which  he  used  was  more  easily  closed  than  in  the  ordinary 
lithotrite,  being  shut  by  a  simple  turn  of  the  wrist  without  dis- 
placing the  hands,  and  the  blades  are  so  formed  that  they  a  low 
of  the  easy  escape  of  detritus,  so  that  laceration  of  the  neck  o 
the  bladder  is  prevented  in  the  withdrawal  of  the  instrument;  and 
(3)  the  stone  need  not     :pulvM,  because  (4)  the  f  ^^^^  "J" 
L  very  large,  its  inventor  taking  advantage  of  the  fact  that  the 
urethra  admits  of  great  dilatation.  „  , 

This  is  the  operation  that  is  always  performed  now  undei 
the  name  of  Lithotrity  at  a  single  sitting-the  old  lithotntj 
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S h  He  4r         ^     r  ^''^''"^'^^  -^o^di.g  to 

cases  of  !f  T""'  ^^^^^'^^^^^  ^^^^  nine-tenths  of  adult 

Dell  inlr'  ''^^  V^'-^^  ^^^^  ^«  for  children  as  well  The 

special  instruments  required  are— A  qpf  nf  lo,  . 
catheters  ('-))  m  «vi.n,  A  set  of  large  evacuating 

Condff  inl  M  ^^'"^"g^'  '-^^d  (3)  a  lithotrite. 

conditions  Necessary  for  Crushing— /n  4  ii  n 
irritable  -  it  mu^t  1.^  .1,/  !     ^'"f>nng-— (1}  A  bladder  not  too 

-ine.     (2    The  Mnet  '''''  ''''''     '^^'^  — «  of 

-St  not  be  toT;   :   lirt^oTT-  ^^^^^^^ 
is  usually  to  be  prefen-ed      ^  T,!  f 

I'-^rge  or  too  hard->h7!      i    ^  ^  "'"''^  ^-^^  be  too 

but  aver/harcl  stUe  i r  "l"  "^^^^  — 

vcij(  lidrci  stone  is  a  serious  obieetinn  q„  it, 

are  rather  against  crushing  especiallv  fi  ^  ^  T'''^  '"^'^"^^ 
patient  is  placed  on  his  bacirorn  5  ^^^^ 

his  pelvis  Led  aLl;  %t  J  *f  ^' 

pad,  three  or  four  inches  Hiicr  1 1  !  !i  ''^  ^™ 

the  posterior  surface  of  the  bt^     .  '^^^  ''^^ 

P-ate;  a  pilWi:  ^1^^^ li^^af  .^Ms ^^^^ 

pelvis  a  couple  oft  £  Ce     jh  T'.''  """"^^  ^'^^ 
side  of  the 'patient,  a  irholds  th  ZT.  '''^f'  '''' 
and  works  the  screw  with  the  it     4  '  ^^"^ 
administered.    The  urile  t  tV  f  ^"^^^^hetic  should  be 

catheter,  and  then  four  or  fi         ™  '  ^'^^"'^  «°^^nd  or 

i-s  «Iowl3.-nJecttd^   ttrule  1:  dnwT  o^t*^''^  '''''' 
to  tell  how  much  fluid  there  i  in  he  b  L  eV^^ 
because  the  stone  readily  moves  about  an  1  'M  l      '  T'^' 
yet  it  must  contain  a  fafr  amoun  to  p.  ^      Situ  '^'f  ^^^^ 
from  being  grasped  by  the  lithotrite  0!  ^  membrane 
^f  tlie  stone.  -iitnotnte,  or  being  injured  by  splinters 

To  pass  the  Lithotritfl  — Ti>n  c 
•athoter  position  (the  1  f  '  side   tfll  T  l"  "''^ '''' 
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1)y  the  left  hand  and  drawn  over  the  lithotrite,  whicli  is  held 
almost  parallel  with  the  ahdomen  at  this  stage.  It  thus  descends 
to  the  bulh,  the  shaft  becoming  gradually  perpendicular;  it  is  not 
to  he  depressed  at  this  stage,  as  is  usual  when  passing  a  eatheter, 
as  this  would  make  the  blades  impinge  upon  the  upper  wall  of  the 
urethra  in  front  of  the  triangular  ligament,  and  probably  rupture 
the  urethra.  It  is  kept  perpendicular  and  allowed  almost  to 
pass  by  its  own  weight  till  the  point  reaches  the  prostatic  urethra, 
and  ihen  the  handle  is  depressed  and  the  instrument  enters  the 
bladder. 

To  catch  the  Stone  two  plans  may  be  adopted — (1)  To  make 
the  lithotrite  hunt  for  the  stone  (Civiale's,  or  the  Continental  plan). 
Tlie  stone  is  first  felt  by  the  closed  lithotrite,  which  is  then  opened 
and  the  blades  turned  down  upon  the  stone,  just  as  a  bird  picks  up 
a  stono  with  its  beak;  this  method  may  be  necessary  occasionally 
in  picking  up  stones  behind  an  enlarged  prostate,  but  is  not  so  good 
as  the  next  method.  (2)  To  make  the  stone  come  to  the  lithotrite 
(Brodie's,  or  the  English  method).  The  lithotrite  is  never  shifted 
froui  the  mesial  plane;  it  rests  in  the  middle  line,  the  blades  are 
then  opened  wide,  the  under  one  depressed  when  the  stone  rolls 
into  its  grasp.  The  stone  must  not  be  crushed  in  this  position,--^ 
but  the  lithotrite  must  first  be  raised,  to  make  sure  that  no 
mucous  membrane  is  grasped;  it  is  then  screwed  home  gradually 
and  completely.  Tlie  instrument  must  never  be  withdrawn  till  the 
blades  are  screwed  completely  home,  otherwise  fragments  are  left 
between  the  blades  which  lacerate  the  neck  of  the  blachler  and 
urethra.  The  fragments  are  then  removed  by  means  of  the  large 
evacuating  catheters  and  aspirating  siphon. 

Calculus  in  the  Female.  —  Stone  is  of  rare  occurrence  in 
women.  When  it  does  occur,  it  may  be  removed— (1)  Ey 
Lithectasy,  i.e.,  through  the  dilated  urethra,  dilated  either— 
{a)  by  a  sponge  tent,  or  special  dilator,  or  ih)  by  incising  the 
mucous  membrane.  (2)  By  Lithotomy  —  («)  the  supra  -  pubic 
operation,  as  in  the  male;  (A)  the  urethral  operation,  by  introducing 
a  grooved  staff  and  cutting  along  it  into  the  bladder;  or  (r)  the 
vaginal  operation,  by  cutting  through  the  anterior  wall  of  the 
vagina  and  the  base  of  the  bladder.  (3)  By  Lithotrity,  or 
LithpJa-yaxy. 
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CHAPTER  XLII. 

THE  ?^\.^\^~(Gontinned). 
THE  URETHRA. 


length.  a„c'co„4„ntt    e  W ^r"^ 

of  the  male  urethra  '  PwsMic  portion 

length,  and  passes  ain't  dC;  at:t^^^^  T'^^-  ^ 

It  is  situated  about  the  M\ITZ        .       «l^Sli%  forwards, 
nearer  its  anterior  IJface    nd  si  f  TT^ 
connection  with  it  Ilf I^t 
liito  the  bladder  there  is  a  transverse  fo!.]  of  '^'"^^ 
called  the  "uvula  vesic-B  "    7^\  r    I  """'"^^  membrane, 

-cUan  ridge,  calleTr  .iif  trih:"'  ^ 
or  ve^'amontamm.  (3)  On  either  .f/  t  i'-  ^^^^n^^nis 
depression  called  the  iw.//  f^- 

openings  o.  r^;:^  ^  ^  . -  /^-y  ^e  seen  the 
crest  there  is  a  niedia.  opening  called  tt  ^^'^  ^^'^^-^  of  the 
(5)  at  each  side  in  the  wills  o?    hel       '~  '  ^^'^ 

The  length  ,  of  tins  part' is-ante^r^^^^ 

mch;  posterior  wall/half-an-inc  n  'r  '"V^""''*'"'''  ^^'^ 
downwards,  but  nxore  dow      rd  \h.n  "^^"^  '^'"^ 

tl^e  apex  of  the  prostate  gZt  t  1  T  '  ^^'"'^ 
^irethra,and  is  contained  between  11  T  '^^^ 
ligament,  the  anterior  layer  of  whTc^^^^^^ 

below  the  svmphysis  pubis     TT     ^  "'''^     ^^'""''^  ^"^'^ 

.    P  }s,s  pubis.    It  i«  surrounded  by  the  cuu.prossor 
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urethi-e  muscle,  and   is  the  most  frequent  seat  of  spusmodir 
stricture.    Spasmodic  stricture,  however,  may  occur  at  any  part  of 
the  membranous  or  penile  portion  of  the  urethra,  for  the  urethra 
is  as  truly  a  muscular  tube  as  the  oesophagus,  and,  hke  it,  has  a 
complete  muscular  coat,    (c)  The  spongy  portion.— The  posterior 
part  of  this  portion  is  sometimes  called  the  hulbous  portion,  from 
the  fact  that  it  is  surrounded  by  the  bulb  of  the  urethra  (which 
is  simply  the  dilated  posterior  part  of  the  corpus  spongiosum,  just 
as  the  glans  penis  is  the  dilated  anterior  part).    The  length  of  the 
spongy  portion  is  from  five  to  six  inches  (the  bulbous  part  occupies 
about  an  inch  of  this).   The  direction  of  this  part  necessarily  varies 
with  the  state  of  the  penis ;  the  bulb,  however,  is  the  lowest  part 
of  the  whole  canal,  and  into  it  the  ducts  of  Cowper's  glands  open. 
The  bulb  is,  further,  the  most  frequent  seat  of  organic,  stricture, 
probably  because,  being  the  lowest  part,  the  inflammatory  products 
tend  to  accumulate  at  this  point.    Along  the  floor  of  the  spongy 
portion  proper  numerous  mucous  follicles  open,  their  orifices  being 
directed  towards  the  meatus ;  there  is  also  a  large  one  in  the  root 
of  that  part  of  the  urethra  situated  in  the  glans  penis,  called  the 
ku-una  ma<]na,  and  this  one  must  be  avoided  in  passuig  small 
catheters     When  these  laoumc  inflame  and  suppurate,  the  abscess-  , 
thus  formed  will  be  in  the  midcUe  line,  thus  diflering  from  abscesses 
due  to  inflammation  of  Cowpeu's  glands. 

Size  and  Shape  of  the  Urethra.— The  urethra,  as  we  have 
already  pomted  out,  admits  of  considerable  dilatation,  so  that  no 
exact  measurement  is  obtainable  of  its  absolute  si/.e;  we  can, 
however,  compare  the  size  of  one  part  with  another.     The  most 
distensible  part  is  the  prostatic  urethra.    When  closed,  it  is  smiply 
slit-at  the  anterior  part,  the  slit  is  miiccd;  further  back,  the 
slit  is  trcvmcerse:  while  in  the  prostatic  portion,  the  slit  i^  canecL, 
with  its  concavity  dowoiwards,  as  seen  on  transverse  section  it 
is  narrowest  at  the  meatus,  and  the  next  narrowest  part  is  at  the 
iunction  of  the  membranous  with  the  spongy  portiou-t.e.,  as  it 
pierces  the  triangular  ligament  (anterior  layer).    If  the  pMc 
part  be  distended  it  is  seen  to  be  fusiform  iu  shape,  bemg  widest 
in  the  middle  and  a  little  contracted  at  each  end  ;  the  memhrmoa. 
portion  is  the  narrowest.    The  Udhous  part  of  the  spongy  portion 
is  dilated;  it  then  grows  somewhat  smaller,  but  expands  again  in 
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« have  art  ™  zi^^^^^^^^^^^  r  '■ «d 

lie  pe.^a.e„t  curve  is  b^t    T^' T"?™'^- 

fixluc  the  neck  nf  tTia  ki  ^  ^  '         V^^y^^i  fascia, 

the  s„spe„s„r,  ligament  of  tL^S;  wL'';  \  '  """^  °' 
trianguJar  li^ment  fivi„„  tl  T  '  '  •'  ''™  '"J'<='S  »f  'l>e 
nectiM  of  ("hX  !f  2t  -"^f -r"''  P"';  "nJ.W  the  oon- 

w  of  the  pe     tztitz'.  r't  f 

perineum."    It  is  of  i^n.^fo      f  of  tlie 

in  the  «ctu,i';w2tConr«:;''^'''i* 

membranous  part  of  tJie  ..rptwf      .  .    '"'"■gular  ligament,  the 

of  the  H^L  beyontm    be%r  t1°  "'^  "'^ 

Jistinguished  if  a  catheteT"  ,  '  P"'"  ™  ""^ilj' 

way  the  fact  of  ha  ta' m  ,1^."°""'"  '^t 

catl.etev  not  being  fojnrfn  tie    >  IT*'  ""'^ 

elation  to  the  pa*  in^tel'n''  itt'^r  t  "'""tt 

be  felt  exactly  in  the  mitMIe  li,        .1  T  '     "  "'"'«''«'  ''■"■W 

the  rectal  waUbctw  euTt It  thr'fi'  -'laml  and 

P-l«.bIy  not  be  in  the  miAUe  ite  f  5'^  'f^  " 

only  a         iaye-  of  tijfb^  a^l  t^c 

mucous  membrane  of  the  uretj,,-,  \  ■       ,     \       catheter.  The 

histcp "       Mairilis  pitien?fa'';,rT- 

lower"art's"„f It  'i^^  "'p'^'^^J 
I-tienfs  left  side.     See  fl  st  t ,  ,  , 

by  forcing  a  stream  of  caA  i  "  !  h  i»  well  cleaned, 

»y.-gc  being  specially  catS^  '  /t  ;:'^^^       "  ^'  '""^"^ 
*--.n-t  .  apt  to  ,odge.-t  must^rt  ttiyCr;dld' 
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oiled.  It  is  now- held  between  the  thumb  and  two  fingers  of  the 
right  hand,  and  directed  obliquely  across  the  patient's  left  groin, 
a  little  above  and  parallel  with  the  skin,  and  also  parallel  with 
Poup art's  ligament ;  the  penis  is  then  steadied  with  the  left  hand, 
and  the  point  of  the  catheter  passed  four  or  five  inches  down  the 
urethra,  the  handle  being  gradually  brought  up  to  the  middle  line 
till  it  lies  parallel  with  the  liuea  alba,  and  also  with  the  surface 
of  the  abdomen.  The  handle  is  next  to  be  brought  gradually 
downwards  from  the  linea  alba  towards  the  interval  between  the 
patient's  thighs,  and  when  the  point  is  in  the  bladder  it  will 


Fig.  218. 
A  False  Passage. 


Triiuiguhii- 
Ligauiuiit 


/.  Bladder. 


_Va!i  Dcforoiis. 


.Ve.siciila  , 
Scuiiuiili;?.  \ 


-I'rost-iitc  Gland. 
.Rectum. 

-Catheteviu  False 
Passage. 


almost  lie  parallel  with  the  thighs.  AVhen  the  bulbous  portion 
is  approached,  be  specially,  careful  to  keep  the  point  of  the 
instrument  against  the  upper  wall  of  the  urethra;  and  should 
any  difficulty  be  experienced,  gently  puU  forward  the  root  of  the 
scrotum,  which  will  steady  the  bulbous  portion.  If  it  still  sticks, 
after  it  has  entered  the  membranous  portion,  oil  the  left  index 
finger  and  pass  it  into  the  rectum,  while  the  thumb  is  placed 
agdnst  the  perineum,  to  steady  and  direct  the  catheter.  In  this 
way,  the  point  can  be  held  against  the  upper  wall;  as  long 
as  the  catheter  i.s  in  the  middle  line,  and  the  pad  uf  prostatic 
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tissue  felt  between  it  and  the  finger,  all  is  well. .  It  is  only  when 
he  pomt  of  the  catheter  is  allowed  to  press  against  the  lower  wall 
ha  fa  se  passages  are  made  (Fig.  218).    Above  all,  force  must  not 

be  used,  and  there  must  be  no  "  milking"  of  the  penis.    When  the 

operation  is  completed,  give  the  patient  a  warm  drink,  and  make 

him  comfortable  in  bed  for  a  little. 

if  ll  \Tl  Female.-The  patient  should  not, 

If  possible  be  exposed.  She  is  to  be  laid  on  her  back,  and  th 
operator  stands  on  he.  right  side;  her  right  leg  is  to  be  fl'exed,  th 
sole  i  sting  on  the  bed  or  couch.  A  tube,  five  feet  in  leugth,  should 
be  attached  to  the  catheter,  so  that  the  urine  may  flow  direclly 
into  a  receptacle  placed  on  the  floor;  the  end  of  this  tube  should 
be  passed  beneath  the  patient's  flexed  leg.  The  operator  then 
parses  his  right  hand  under  the  patient's  right  leg,  and  places  tie 
index  finger  in  the  fold  between  the  labia,  1  littk  in  fronHf  the 

orifice  of  the  vagina,  and  in  bringing  it  a  little  further  foi^ward 
always  in  the  middle  line,  the  point  of  the  finger  comesTnto 
ittd  th?'  -f-.  which  is  thus  gently  steadied  betw^: 
It  and  the  pubic  arch.  The  other  hand  is  then  passed  over  the 
patien  s  thigh  with  the  catheter,  the  point  of  which  is  slil  alou' 

tm  1  P^-^^  ^°--t  -eta: 

Wadder  a  «  *      "I      '  ^^'^     ''''  '''''^      P^^^^d  on  to  th^ 

perl^rmed  from  the  left  s[de,?p^::,  'LTu: 

stricture  of  the  Urethra  :— 

'cZlf";-  "  '^'"^  '-'^'^  ^^^on,  or 

complicating  congestive  or  organic  stricture 

Inflammatory  or  Congestive,  from  swelling  of  mucous 
membrane,  as  in  the  retention  of  acute  goiLuaJ 

either  spasm  or  acute  inflammation,  or  both  must  bo 

t f  ^ 

not  to  pass  a  catlieter,  but  to  give  tlie  patient  a  hot 
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sitz  bath  to  get  rid  of  the  spasm,  just  as  steam  is  used 
in  croup ;  and  if  that  is  not  enough,  use  a  morphia 
suppository,  or  some  preparation  of  morphia  and  bella- 
donna, and  a  dose  of  bromide  of  potassium,  put  him  in 
a  warm  bed,  and  apply  fomentations  to  his  perineum. 
Lastly,  if  all  fail,  try  to  pass  a  No.  9,  or  even  larger, 
rigid  catheter  in  the  way  already  described ;  if  you 
fail  in  the  ordinary  way,  then  put  the  patient  under 
chloroform  and  try  again.     It  is  usual  to  use  the  • 
French  olivary  catheters  to  start  with,  and  should  they 
faU,  to  use  sUver  instruments.    Should  this  also  fail, 
tltree  courses  are  open — (1)  To  aspirate  above  the 
pubes,  (2)  tap  per  rectum,  or  (3)  open  the  membranous 
urethra  by  Mr  Spencb's  method.    As  a  rule,  the  first 
is  to  be  preferred. 
Organic  Stricture  is  due  to  the  organisation  of  a  plastic  exu- 
dation thrown  out  into  the  submucous  tissue;  this  is  transformed 
into  fibrous  tissue,  which  gradually  contracts  and  closes  the  cana^. 
The  usual  causes  are— (1)  Inflammation  (usually  gonorrhoeal,  but 
may  occasionally  follow  non-specific  urethritis).    (2)  Traumatism, 
as  rupture  of  the  urethra  from  falling  across  a  spar  with  the  legs 
apart,  when  the  urethra  is  snapped  across  between  the  pubic  arch 
and  the  spar ;  in  this  case  it  is  the  bulbous  part  of  the  urethra 
that  is  injured.    The  urethra  is  also  frequently  injured  in  fractures 
of  the  pelvis,  but  in  this  case  it  is  the  membranous  part  that 
suffers.    The  traumatic  stricture  is  the  worst  of  all  forms,  and  is 
-  very  frequently  situated  in  the  membranous  part  of  the  urethra ; 
probably  99  per  cent,  arise  from  gonorrhoBa. 

Locality.— According  to  Sir  Heney  Thomson— (a)  67  per  cent, 
are  found  near  the  junction  of  the  bulbous  with  the  membranous 
portion;  (b)  at  or  near  the  external  orifice,  17  per  cent.;  (c)  16  per 
cent,  between  these  two  points.  It  is  well  to  note  that  stricture 
is  not  foimd  in  the  prostatic  part  of  the  urethra ;  examiners  find 
some  difficulty  in  believing  in  the  existence  of  prostatic  stricture, 
notwithstanding  they  are  told  of  it  so  repeatedly.  In  fact,  it  is  a 
physical  impossibility,  because  the  inflammatory  process  round  the/- 
urethra  in  the  substance  of  the  prostate  produces  fibrous  tissjie, 
wliich  as  usual  tends  to  contract;  but  as  tlie  capside  of  tlie  prostate 
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is  more  resistant  than  the  mucous  membrane,  it  contracts  toimrds 
the  capsule  as  the  fixed  point,  and  ^vill  therefore  actually  dilate 
the_ urethra,  just  as  cirrhosis  of  the  lung  produces  bronchiectatic 
cavities  for  the  same  reason. 

_  Signs.— One  of  the  earliest  signs  of  stricture  is  frequency  of 
micturition,  especially  at  night;  this  may  be  accompanied  with  a 
gleety  discharge  and  dribbling  at  the  end  of  micturition.  Some- 
times also  there  is  a  difficulty  in  beginning  to  pass  water.    There  ' 
are  also  changes  in  the  size,  shape,  and  direction  of  the  stream- 
it  may  be  forked  or  spiral,  or  go  suddenly  to  one  side.    This  is 
because  the  presence  of  the  stricture  does  not  allow  a  stream  to 
pass,  large  enough  to  distend  the  meatus,  on  which  its  size  and 
shape  depend.    Then  from  some  slight  cause,  as  cold,  whisky  etc 
comes  complete  retention,  from  the  superadded  inflammation  and 
spasm. 

Retention  of  Urine.-In  children,  retention  is  usually  due  to 
the  impaction  of  a  calculus  at  either  of  the  narrow  parts  of  the 
urethra,  or  malignant  disease  of  the  prostate,  sometimes  to  a  strin.. 
led  round  the  penis.    In  newly-born  children,  it  may  depend  o^ 
a  contracted  orifice  of  the  prepuce. 

or  abscess  *°  urethritis,  simple  prostatites, 

Prostlte'^'of  f  "^"^        r^'"'  '""^  ''''^'^'^''^  °f  ^^^I'^rged 

Z^'sz:::  ^^^'^^     ^-^^^^^^^    -  to  :id 

True  Atony  must  be  distinguished  from  paralysis  :  in  atony 
It  s  he  .  We  that  is  primarily  at  fault,  not  the  nerves  Jt 
wil  also  depend  on  the  vitality  of  the  person,  for^Tie  bst^ction 
that  would  hypertrophy  a  healthy  bladder  will  dilate  and  rider 
a  weakly  one  atonic.  When  the  bladder  is  mueh  distended  w 
may  get  oedema  of  the  legs,  from  pressure  on  the  iliac  veii^s  ' 

m  retention  from  atony,  the  catheter  enters  easily  and  tl,. 

the  r.p,a.„^  jra:rtoX:tL:r^r«t;"^^ 

important  oaution  is  „ccc.a,y  ho..    In  ..easi,,; ^ ' tl  btS 
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with  the  hand  to  expel  the  uriue,  the  Surgeon  mud  on  no  ctecount 
relax  Ms  2^'>'essure  in  the  slightest  degree  till  the  catheter  is  with- 
drawn from  the  urethra  completelij,  otherwise  the  abdominal  muscles 
spring  hack,  the  iutra-ahdorninal  pressure  is  lessened,  and  air  is 
driven  up  the  catheter  into  the  bladder,  probably  carrying  septic 
micro-organisms  with  it. 

In  retention  from  obstruction,  the  catheter  enters  with  diffi- 
culty, but  when  once  in,  the  urine  is  projected  with  considerable 
force,  and  is  not  influenced  by  the  respiratory  movements.  A- 
very  full  bladder  should  not  be  emptied  all  at  once,  lest  it  cause 
shock  and  fatal  depression;  draw  off  forty  ounces,  let  the  patient 
rest  an  hour,  and  then  draw  off  the  rest. 

Incontinence  of  Urine.  —  True  incontinence  is  of  very  rare 
occurrence,  and  is  only  found  when  the  nerves  of  the  bladder  are 
injured.  It  is  found  in  cases  where  a  segment  of  the  spinal  cord 
is  destroyed  by  disease  or  injury,  usually  about  two  weeks  after 
the  injury.  The  urine  dribbles  passively  away  as  fast  as  it  is 
secreted;  active  incontinence  often  occurs  in  boys  at  night  durhjg 
sleep,  and  in  these  cases  always  examine  the  penis  for  congenital 
phimosis,  adhesions  of  the  prepuce  to  the  glans,  or  accumulation 
of  secretions  under  the  prepuce  about  the  corona  glandis.  Active 
incontinence  in  a  child  by  day  indicates  great  irritability  of  the 
bladder,  by  night  it  rather  shows  atony  of  the  sphincter— for  the 
first,  remove  sources  of  irritation  and  try  belladonna ;  but  for  the 
second,  strychnia.  The  so-called  "incontinence"  of  enlarged 
prostate,,  is  not  incontinence  at  all,  but  is  simply  the  dribbling 
from  an  over  -  distended  bladder,  as  the  great  pressure  within 
opens  up  the  neck  of  the  viscus,  and  allows  the  urine  to  dribble 
through.  Persistent  dribbling  in  boys  is  also  caused  by  stone, 
especially  when  coupled  with  a  long  prepuce,  and  by  very  tight 
traumatic  strictures.  In  examining  an  unknown  urethra  to  ascer- 
tain the  existence,  or  otherwise,  of  stricture,  always  begin  with  a 
good-sized  instrument — say,  ISTo.  8. 

I  will  only  but  very  briefly  indicate  the  Treatment.  In  most 
cases  dilatation  by  the  ordinary  method  will  be  found  sufficient— 
in  ninety-nine  cases  out  of  every  hundred.  An  instrument  as  larger 
as  the  patient  can  comfortably  bear  is  passed  the  first  day;  theji  at 
intervals  of  from  three  to  four  days  larger  sizes  are  pnf^sed,  till  tlie 
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meatus  wiU  admit  of  no  larger  size— jiorliaps  from  14  to  IG,  Englisli 
size,  or  even  larger.    The  instruments  are  taken  out  as  soon  as 
passed,  and  after  getting  a  warm  drink,  and  half-an-liour  to  an 
hour's  horizontal  rest,  tlie  patient  may  be  allowed  to  depart ;  it 
is  well  to  warn  him,  on  the  first  occasion,  that  he  will  find  tlie 
stricture  worse  the  following  day  (from  the  inflammatory  eflfusion), 
but  by  the  third  day  he  wiU  be  all  right.    In  passing  catheters 
the  rule  is  — ikiss  the  ske  below  the  largest  one  passed  on  the 
patienVs  previous  visit,  and  never  to  miss  a  ske.    During  the 
passage  of  instruments  the  patient  must  be  covered  as  far  as 
possible— a  blanket  over  his  chest  and  abdomen,  and  another  over 
his  legs  and  feet— only  leaving  the  up]ier  part  of  the  thighs 
exposed.    After  their  passage  he  should  then  get  a  warm  di-ink 
and  be  allowed  to  rest  in  bed.    He  ought  also  to  be  told  to  keep 
Jus  water  as  long  as  possible  after  they  have  been  passed,  lest  there 
should  be  an  abrasion  about  the  urethra.    With  these  precautions, 
the  nsk  of  "  urinary  fever "  is  much  lessened.     For  the  same 
reason,  some  Surgeons  give  a  dose  of  quinine  a  short  time  before 
tHe  passage  of  instruments. 

Resilient  Stricture. this  is  meant  strictures  that  very 
readily  chlate  up  to  the  full  size,  but  very  speedily  return  again  to 
he  contracted  conclition.  In  this  case  it  is  impossible  and  useless 
to  treat  them  by  the  above  method.  It  was  for  such  as  these  that 
Mr  Holt  introduced  his  method  of  "splitting"  the  stricture  by  a 
pecial  wedge-sliaped  instrument.  The  risk  is  that  tlie  mucous 
membrane  of  the  urethra  will  also  be  split,  and  leave  a  surface  fo 
IcfV^  pT    °'  "''^^  or  even  fatal 

ll  n  w  f  "''r       '"''^'"^^^^    ^^^-^  --mon.  a 

-P%ed  in  obstinate  ^^^11":^^:^^^^ 
rest,  and  drawing  off  the  urine  by  the  catheter  V 
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The  instruments  required  are — A  sharp -pointed  histoury; 
ISTo.  10  catheters,  silver  and  gum-elastic,  and  red  rubber  tubing 
to  fit  the  catheter;  probes,  straight  and  curved;  Syme's  grooved 
and  shouldered  staff  (Fig.  219),  lithotomy  tapes,  a  large  number 
of  Wells's  forceps,  ligatures,  sponges,  etc.  The  thick  part  ^  of 
the  staff  is  about  the  thickness  of  a  No.  11  catheter;  the  slender 
part,  ISTo.  3,  or  less. 

The  patient  is  tied  up  in  the  lithotomy  position,  and  the 
perineum  shaved.     The  staff  is  passed  before  tying  up,  making 
'  sure  that  it  is  in  the  bladder  by  passing  the  finger  into  the  rectum 
and  feeling.    The  assistants  required  are  the  same  as  in  lithotomy. 
The  lower  half  of  the  staff  is  slender  and  grooved,  but  the  upper 
part  is  of  full  size,  and  the  shoulder,  where  the  two  parts  meet, 
rests  firmly  against  the  face  of  the  stricture,  while  the  slender 
part  passes  through  it  into  the  bladder.     The  groove  extends 
over  the  shoulder,  and  on  to  the  thick  part  of  the  staff  for  a 
little  Avay.     An  assistant  holds  the  staff  in  his  right  hand,,  and 
draws  up  the  scrotum  with  his  left;  and  the  operator,  seked 
on  a  low  stool  facing  the  patient's  buttocks,  satisfies  himself 
that  the  staff  is  in  the  bladder,  and  then  makes  an  incision 
in  the  median  raphe,  from  above  downwards,  about  two  inches 
long,  and  continues  the  dissection  till  he  can  distinguish  the 
shoulder  of  the  staff, '  which  is  the  guide  to  the  stricture.  He 
then  takes  a  sharp,  straight  bistoury  in  his  right  hand,  and  holds 
the  staff  with  his  left,  enters  the  point  of  the  knife  into  the 
groove  in,  the  staff,  with  its  edge  upwards,  at  the  posterior  part  of 
the  wound,  about  one  inch  below  the  shoulder,  and  cuts  nimanh 
through  the  stricture;  he  next  withdraws  the  staff  about  a  quarter 
of  an°inch  and  extends  the  incision  that  much  further  forwards. 
If  the  stricture  has  been  completely  divided  the  thick  part  of  the 
staff  may  now  be  passed  through  it ;  the  staff  is  then  withdrawn, 
and  a  large  gum-elastic  catheter  (10  or  12)  passed  and  tied  into 
the  bladder,  and  a  siphon  arrangement  attached  to  it,  by  which 
the  urine  is  continuously  drained  off    It  will  be  noticed  that  the 
point  of  the  knife  is  guided  to  the  groove  by  the  index  fingei^of 
the  hand  holding  the  Icnife,  and  not  as  in  lithotomy.    The  kmfc 
rests  against  the  finger,  while  the  finger  tip  rests  against  the 
crroove  on  the  staff,  and  the  knife  is  slid  forwards  by  a  movement 
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Fig.  219. 
Syme's  Staff. 


Thick  Part.  . 


Shoulder  


Slender  Part 


Observe  the  exact  extent  of  the  Groove. 
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cit'  tlie  thumb  and  second  finger.  A  morpliia  siippositoiy  is  then 
introduced,  and  the  patient  made  comfortable  in  bed.  At  the  end 
of  forty-eight  hours  the  catheter  is  withdrawn,  and  about  three 
days  later  a  full-sized  bougie  is  passed — I  believe  Mr  Symb  himself 
passed  a  specially-constructed  catheter  through  the  perineal  wound^ 
and  not  an  ordinary  catheter  through  the  penis.  Later,  a  bougie 
is  passed  once  a  week  or  once  every  two  weeks,  as  circumstances 
may  require.  This  operation  may  also  be  used  instead  of  Holt's 
plan,  in  resilient  stricture ;  the  great  advantage  is  that  it  gives " 
the  dilatation  a  good  start,  a  full-sized  instrument  being  passed  at 
once,  and  all  that  is  to  do  is  to  keep  it  from  contracting  again. 

Wheelhouse's  Operation,  or  "Perineal  Section:"— 

Definition. — Opening  tlie  urethra  at  a  healthy  part  about  one 
(|uarter  of  an  inch  in  front  of  the  stricture,  passing  a  probe  through 
the  stricture,  and  then  dividing  it  from  before  backwards. 

Instruments. — Lithotomy  tapes,  special  grooved  staff  with  ii 
button-like  end,  scalpel,  tAvo  pairs  of  forceps,  nibbed  at  the  point, 
artery  forceps,  director,  probe,  gorget,  silver  catheter  (I^o.  10)  wHli 
elastic  tube  attached.  The  patient  is  tied  up  in  the  lithotomy 
position,  the  staff  is  passed  and  made  to  rest  against  the  stricture, 
and  the  urethra  opened  a  quarter  of  an  inch  in  front  of  this 
through  JieuWiy  urethra.  Then  grasp  the  edges  of  the  divided 
urethra  with  the  nibbed  forceps,  and  hold  apart;  and  next  with- 
draw the  staff  a  little,  turn  round,,  and  hook  the  button -like 
end  against  the  upper  angle  of  the  wound.  jS^ow  pass  the  probe 
through  the  urethra  into  the  bladder,  divide  the  stricture,  and  pass 
the  blunt  gorget  througli  the  groove  on  the  director,  and  on  this 
tlie  catheter  is  guided  into  the  bladder.  The  catheter  is  passed 
-  from  the  meatus  down  to  the  Avound,  and  then  the  goi-get  guides 
it  into  the  bladder. 

iVote  these  three  operations— (1)  Syme's,  where  a  grooved  stall 
is  passed  through  the  stricture,  the  urethra  opened  behind,  and 
the  stricture  divided  from  behind  forwards.  (2)  Wheelhouse's, 
Avhere  the  urethra  is  opened  in  front,  a  grooved  probe  passed, 
and  the  stricture  divided  from  before  backwards.  (3)  Spence's  or 
Cock's  (see  vol.  ii.,  page  467),  where  the  urethra  is  opened  behincT 
the  stricture,  the  stricture  itself  being  left  untouched,  hoping  tliat 
the  induration  and  the  SAvelliug  will  disappear  and  the  stricture 
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relax.  ^  Tlie  first  two  operations  may  be  used  in  cases  of  stricture, 
complicated  with  urinary  abscess  and  extravasation,  etc.— Syme's, 
wben  a  staff  can  be  introduced;  and  Wheelhouse's  when  no  staff 
can  be  passed  through  the  stricture.  In  both  be  careful  to  keep 
exactly  in  the  middle  line.  Observe  that  neither  Spence's  nor 
Cock'.s  operation  can  be  used  in  cases  of  extravasation  of  urine, 
since  in  performing  these  operations  it  is  imperatice  that  the 
membranous  urethra  should  be  fully  distended  with  urine. 

To  Tie  in  a  Catheter.— 1.  A  Silver  Catheter.— The  catheter 
must  be  tied  fo  the  pelvis.    (1)  Tie  a  single  turn  of  broad  banda^re 
round  the  pelvis.    (2)  Then  take  two  pieces  of  narrower  bandage 
and  pass  them  round  the  thigh  at  the  groin,  under  the  perineum 
OOP  them  round  the  waist  band,  and  fasten  them  before  and 
behind.     (.3)  Through  each  eye  of  the  catheter  pass  a  piece  of 
tape,  and  f\isten  them  in  the  middle,  so  as  to  have  two  equal  tails 
on  each  side.    (4)  Fasten  these,  one  in  front  and  one  behind,  to  the 
perineal  loops,  taking  great  care  that  they  are  aU  equally  tight. 
(0)  Plug  the  opening  of  the  catheter.    Take  care  that  the  catheter 
does  not  project  into  the  bladder,  lest,  as  the  bladder  is  empty 

There  are  inany  modifications  of  the  above  plan  :  thus,  by 
plitting  a  bandage  properly,  the  waist  band  and  the  perineal 

n'dZi  r;^'^      ''V'''''-'  i-^'-l  bands  ma;i 

d  th  ough  the  rings  of  the  catheter  and  then  fastened  to'the 

u  le  W  being  tied  to  the  waist  band  by  a 

^^1.S:Sl^:rtr^"  other  is  brou^. 
7-1;  ta1LTT'~^'-'  -ft  catheter  is  to  be  fastened  fo  t,,r. 

I)  iCi  le  t     L^nt"'fV"  ^"''"""^      ''''  "-trument. 

2  Tie  a  ctd   oLd  V     ^  T''  '''''''  '  ''''^  ^^^''^^-^ 
penis,  an/ ealnhc  K     '    "     f  ''''''  '^^'^^'^  of  the 

glans  penis     n^  r-  ,  ^^''^^^"^^"•d^'  one  on  each  side  of  the 

and  a   al  hroa    W  lo  f ^^-^^  -  ^-^^ 

three  times  and  '  'T'^^'  *o  the  penis  two  or 

cords  b2d  tt  '        n"'  '^^'^^^  ''''  ^'^^  ^he 

the  glans,  carrying  the  curds  forwards  after  the  first 
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turn  is  applied,  to  prevent  it  slipping.  (4)  Plug  the  catheter. 
In  some  cases  it  may  be  possible  to  tie  the  ends  of  the  string  to 
a  bundle  of  pubic  hairs  on  each  side.  In  passing  a  gum-elastic 
catheter,  it  is  better  to  make  it  rigid  for  the  time  being,  as  the 
Surgeon  then  possesses  greater  control  over  the  instrument.  To  dP 
so,  the  plan  used  by  Professor  Chibne  is  to  pass  a  cylindrical  metal 
bougie,  a  size  or  two  smaller  than  the  gum-elastic  instrument,  into 
its  interior,  till  it  is  passed,  when  the  metal  bougie  is  withdrawn. 
The  ordinary  stylet,  sold  with  the  gum-elastic  catheters,  is  useless 
for  this  purpose. 

EESUME  of  the  treatment  of  organic  stricture:— 

1.  In  the  usual  form  of  simple  non-irritable  stricture,  where 

the  patient  cannot  conveniently  be  confined  to  the 
house,  use  the  usual  method  of  dilatation  by  wedge- 
shaped  bougies  (Lister's).  This  method  can  usually 
be  adopted  in  ninety-nine  cases  out  of  every  hundred 
(see  vol.  ii.,  page  437).  \ 

2.  If  the  patient  can  lie  up  in  bed,  and  is  in  a  hurry  to 

get  well,  or  in  cases  where  the  instruments  can  only 
be  passed  with  difficulty,  tie  in  a  soft  gum-elastic  in- 
strument; fix  it  to  the  penis,  and  see  that  it  does  not 
project  too  far  into  the  Madder,  the  eye  alone  should 
just  enter  the  bladder.  As  soon  as  one  instrument 
becomes  loose  introduce  another. 

3.  For  severe,  irritable,  indurated,  and  resilient  strictures. 

Holt's  method  of  "splitting"  is  usually  advised;  if 
this  plan  be  used  it  is  better  to  pass  a  catheter  into 
the  bladder  for  twenty-four  hours  and  draw  off  the 
water,  lest  the  mucous  membrane  be  torn,  or  tie  in  a 
flexible  instrument.  Holt's  method,  I  believe,  should 
be  avoided  as  far  as  possible,  and  Syme's  method 
substituted  for  it. 

4.  In  tight  cartilaginous  and  in  irritable  stricture,  with 

induration  in  the  perineum,  along  with  abscesses  and 
fistula-,  use  Stme's  method  of  external  urethrotomy ; 
and  if  an  instrument  cannot  be  introduced,  operate 
on  Wheelhouse's  principle—"  perineal  section." 
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5.  In  certain  forms  of  penile  strictures,  internal  urethrotomy, 

cutting  from  behind  forwards,  may  be  adopted;  after 
this  tie  in  a  catheter  to  keep  the  cut  surface  free  from 
nrine,  and  lessen  the  risk  of  "  urinary  fever." 

6.  In  many  cases  Professor  Annandale  prefers  the  method 

of  combined  external  and  internal  division.  A 
jSTo.  2  catheter  is  passed  through  the  stricture  into  the 
bladder,  and  then  a  free  incision  is  made  in  the  middle 
line,  behind  the  most  posterior  stricture.    The  catheter 
is  next  removed,  and  the  grooved  staff  of  a  urethrotome 
is  passed  along  the  urethra ;  the  urethrotome  used  closely 
resembles  Maissonneuvb's  instrument.    The  knife  of 
the  urethrotome  is  now  passed  along  the  groove  of 
the  staff,  and  all  the  strictures  divided.    After  this, 
pass  a  jS^o.  12  catheter,  and  keep  it  in  for  twenty-four 
hours.    The  advantages  of  this  method  are— (1)  The 
complete  and  accurate  division  of  all  the  strictured 
parts;  and  (2)  the  ease  with  which  the  operation  can 
be  accomplished. 
In  treating  stricture  cases  for  the  first  time,  it  is  important  to 
avoid,  as  far  as  possible,  the  risks  from  "  urinary  fever":— 

1.  The  patient  should  rest  in  bed  for  a  week  or  ten  days 

if  possible,  and  have  his  diet  restricted  to  milk  and 
soda-water. 

2.  In  passing  the  bougie,  all  unnecessary  exposure  should 

be  avoided,  and  his  legs  and  chest  covered  with 
blankets  to  keep  him  warm. 

3.  See  that  the  instruments  passed  are  perfectly  clean,  as 

many  Surgeons  are  inclined  to  say,  and  with  truth, 
that  "urinary  fever"  is  often  nothing  more  than 
dirty  catheter  fever." 

4.  As  soon  as  the  instruments  are  passed,  the  patient  is 

carefully  covered  up  in  bed,  and  should  at  once  get 
a  warm  drink. 

5.  He  should  be  directed  to  keep  his  water  as  long  as 

possible  after  this,  lest  the  catheter  may  have  caused 
some  slight  abrasion  of  the  mucous  membrane 
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After  the  Surgeon  knows  the  urethra,  if  there  he  great  paiu 
in  passing  iustrumeuts,  a  cocaine  bougie  should  be  introduced  five 
or  ten  minutes  before  they  are  to  be  passed. 

Ilsemorrhage  is  one  of  the  chief  dangers  of  internal  urethrotomy, 
at  any  part  of  the  canal,  but  especially  if  the  section  involve  th& 
upper  wall  of  the  membranous  urethra;  here  the  dorsal  vein  of  the 
penis  may  be  wounded,  or  the  plexus  of  Saxtorini,  into  which  it 
empties  (Fenwick).  When  this  happens  the  blood  pours  from  the 
prostatic  and  vesical  venous  plexuses,  as  well  as  from  the  internal 
.  iliac  veins,  as  the  valves  are  very  often  incompetent. 


THE  PROSTATE  GLAND. 

This  gland  is  situated  behind  and  below  the  pubes,  embracing 
the  neck  of  the  bladder,  and  lying  against  the  anterior  wall  of 
the  rectum,  the  recto-vesical  layer  of  pelvic  fascia  being  the  only 


Fig.  220. 
The  Prostate. 


'J'lic  UroUim 


Visceral  Tch-io 
Fascia. 

Tlic  "BUatcval" 

liicisiiin. 
The  "Latoi-al" 

Incision. 


Structure  that  is  interposed  between  the  two.  In  si/o  and  slnipc 
it  resembles  a  chestnut.  It  is  closely  connected  with  the  anterior 
and  lateral  true  ligaments  of  the  bladder  (pelvic  fascia),  which  jom 
it  at  its  upper  part,  and  for  this  reason  the  anterior  ligament  is 
called,  at  this  point,  the  "  pubo-prostatic "  ligament  It  is  this 
fascial  layer  that  we  must  on  no  account  pas,s  beyond_  m  making 
the  incision  in  lateral  lithotomy,  otherwise  the  operation  will  be 
followed  by  infiltration  of  urine  into  the  sub-peritoneal  cellular 
tissue  of  the  pelvis.  Between  the  two  pubo-prostatic  ligaments  is 
the  dorsal  vein  of  the  penis.  It  has  also  attached  to  it  the  aiitenm- 
fibres  of  the  levator  ani  muscle,  these  fibres  being  called,  foi  th i. 
reason,  the  "  levator  prostati."   It  consists  of  three  lobes-a  medu.l. 
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and  two  lateral.    The  middle  lobe  is  the  smaUest  of  the  three,  and 
lies  immediately  helow  tlie  prostatic  portion  of  the  urethra;  it  is 
pyriform  in  shape,  and  when  prominent  the  base  projects  into  the 
bladder,  forming  the  uvula  vesiece.   From  base  to  apex  the  prostate 
measures  twelve  to  fourteen  lines  in  the  adult,  and  from  the  apex 
at  the  membranous  portion  of  the  urethra  downwards  and  outwards 
It  measures  three  or  four  lines  more;  it  is  in  this  latter  direction 
that  the  incision  is  made  in  lateral  lithotomy— both  because  we 
get  more  room,  and  also  because  the  incision  is  not  likely  to  injure 
the  visceral  layer  of  the  pelvic  fascia.    Its  usual  size  is  an  inch 
and  a  half  in  the  transverse  diameter  at  the  base,  an  inch  and  a 
quarter  in  its  antero-posterior,  and  nearly  an  inch  in  thickness. 
_    In  elderly  men  the  prostate  frequently  becomes  enlarged,  and  it 
IS  the  middle  lobe  in  some  cases  that  seems  to  enlarge  most,  or  the'  -^ 
enlargement  of  which  gives  rise  to  the  most  serious  consequences 
This  IS  probably  partly  from  its  position,  as  it  will  tend  to  grow 
in  the  direction  of  least  resistance,  that  is,  up  into  tlie  base  of 
the  bladder.    According  to  Sir  Henry  Thomson,  a  measurement 
of  two  inches  from  side  to  side,  and  a  weight  of  one  ounce,  means 
hypertrophy:  the  usual  weight  is  about  six  drachms 

beir?  r"""'  enlargement  are:-(l)  A  pouch  is  formed 

behind  the  projection,  so  that  the  urine  tends'  to  dribble  away 

its  n  th      T    T  '-"^'^^  ^1-'  the  urine 

porl  so^^^^^  ^"^"'^^^  the  unexpelled 

portion  soon  becomes  decomposed  and  ammoniacal,  and  irritates 
he  mucous  membrane  of  the  bladder,  leading  to  chronic  c;  t  Ms 
The  projecting  part  may  overlap  the  orifice  of  the  rfretl  n 
which  IS  normally  the  lowest  point  if  the  bladder)  and  .  t  1  k' 
valve,  preventing  the  passage  of  the  urine  tlirou.h  the  u  tJt 
onfice  and  the  more  the  patient  strains  the  tighte   it  be  om 

Hpecia  cal  taken  ^       T'''^   "  ^''^^^^  ^  ^^^^ 

oLerwi  Hh^^  "„*T  f  ^""'"'^'^  P"^'^^^'^  instruments; 

n^ntters,  the  prJl^ll/^/T/  "7^"  ^'^  ^"^^'^^^^^t^^^  ^^^th  septic 
The  pa  i  n  Lit:  J  '  •  T""  "^^^  ^"^'^^  -Ptic^mia. 
what  he   all  too  t  '  l^"t  for 

y    clribbling,   or  overflow  from  an  already  over-full 
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bladder.  When  a  catheter  is  passed  after  the  patient  has  just 
made  water,  very  likely  twelve  or  fourteen  ounces,  or  more,  will 
be  drawn  off.  In  passing  the  catheter,  it  will  be  obstructed  at 
a  point  more  than  six  inches  from  the  meatus,  which  will  probably 
be  overcome  by  depressing  the  shaft  of  the  catheter.  In  stricture 
the  usual  seat  of  obstruction  is  about  six  inches  from  the  meatus, 
or  in  the  bulbous  portion. 

When  the  lateral  lobes  of  the  prostate  are  enlarged,  the  pro- 
static urethra  becomes  dilated  and  elongated,  and  its  axis  altered 
to  one  or  other  side,  according  to  the  lobe  specially  affected;  the 
bladder  is  also  raised  out  of  the  pelvis,  to  a  certain  extent,  into 
the  abdomen. 

In  Structure,  the  gland  consists  of  glandular,  fibrous,  and 
muscular  elements,  in  variable  proportion;  the  "hypertrophy"  is 
probably  in  many  cases  due  to  an  increase  in  the  muscular  tissue 
(non-striped) — hence,  perhaps,  the  value  of  ergot  in  this  condition. 
Near  the  opening  of  the  bladder  there  is  a  dense  fibro-elastic 
ring,  about  three  lines  in  breadth,  which  it  is  impossible  to  dilate 
beyond  a  certain  limited  extent.  When  this  ring  is  cut,  as  in  the 
operation  of  lateral  lithotomy,  however,  the  gland  texture  splits 
up  easily  in  the  direction  of  the  cut.  It  is  enclosed  in  a  dense 
fibrous  capsule,  derived  from  the  pelvic  fascia — from  the  vesical, 
recto-vesical  parts,  and  from  the  parietal  layer  as  well.  Beneath 
the  capsule,  chiefly  on  the  lateral  aspects,  lies  a  dense  network  of 
veins — the  prostatic  plexus — into  which  the  dorsal  vein  of  the 
penis  empties  itself.  It  is  important  to  note  that  septic  thrombosis 
sometimes  follows  operations  in  this  region. 

The  Lymphatics  of  the  Prostate  pass  to  the  internal  iliac  group 
of  pelvic  glands,  and  thence  to  the  lumbar  group.  These  glands 
therefore  enlarge  in  cancerous  affections  of  this  structure. 

The  Nerves  of  the  Prostate  are  derived  from  the  prostatic 
plexus  of  the  sympathetic,  and  this  in  turn  is  derived  from  the 
hypogastric  plexus,  which  has  communications  with  the  epigastric 
or  solar  plexus,  through  the  aortic  plexus.  The  prostatic  plexus 
also  supplies  the  erectile  tissue  of  the  penis,  and  ends  about  the 
corona  glandis ;  it  also  supplies  the  vesiculffi  seminales  and  neck 
of  the  bladder,  and  in  this  region  communicates  with  the  fourtli 
sacral — which,  it  will  be  remembered,  supplies  the  levator  and 
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sphincter  ani  and  skin  between  the  anus  and  coccyx  (see  vol.  ii., 
page  403).     It  will  be  easily  understood,  therefore,  how  anal 
and  prostatic  or  bladder  affections  act  and  react  on  each  other: 
as  bladder  and  prostatic  affections,  causing  tenderness  and  pain 
in  the  rectum  and  about  the  anus;  and  anal  troubles,  causing 
frequency  of  micturition,  pain  at  the  point  of  the  penis,  or  even 
retention,  as  seen  sometimes  after  operations  for  fissure  and  piles. 
Inflammatory  affections  of  the  prostate,  simple  and  tubercular, 
give  rise  to  symptoms  like  those  of  stone  in  the  bladder,  as  the 
nech  of  that  viscus  is  affected  in  these  conditions.    The  abscess 
very  frequently  opens  into  the  urethra,  and  the  pus  may  pass 
back  into  the  bladder,  and  set  up  cystitis ;  next  in  frequency,  it 
opens  into  the  rectum,  and  lastly,  it  may  make  its  way  towards 
the  perineum.     Tubercular  abscesses  of  this  gland  are  very 
troublesome,  and  the  tension  caused  by  the  dense  capsule  may 
cause  absorption  and  generalisation  of  the  tubercular  material,  and 
carry  off  the  patient  by  tubercular  meningitis ;  the  best  treatment 
is  to  open  into  the  gland  by  a  free  median  perineal  incision,  and 
scrape  away  the  diseased  matter.    Prostatic  affections  are  very  apt 
to  cause  orchitis,  or  first  rather,  epididymitis ;  the  inflammation 
spreads  into  the  ejaculatory  ducts,  then  along  the  vas  to  the 
epididymis  and  testicle.     This  is  seen  in  acute  gonorrhoea  or 
gleet,  in  prostatic  calculus,  prostatic  abscess,  irritation  from  the 
frequent  passage  of  catheters  during  "  catheter  life,"  and  sometimes 
after  lateral  lithotomy ;  it  also  explains,  probably,  why  tubercular 
disease  of  the  prostate  and  epididymis  are  so  frequently  found 
together.    The  curious  thing  is,  why  one  testicle  only  should  be 
affected,  e.g.,  in  gonorrhoea,  since  the  two  ejaculatory  ducts  are  so 
close  together. 

Management  of  Prostatic  Cases.— (1)  By  care  as  to  diet  and 
clothing,  keeping  the  bowels  and  other  functions  regular,  emptying 
the  bladder  at  once  when  nature  calls,  the  patient  may  get  alon° 
pretty  comfortably.  (2)  Should  these  means  fail,  then  the  patient 
must  begin  his  "  catheter  life."  He  must  be  provided  with  a 
suitable  instrument,  and  be  taught  how  to  draw  off  his  water. 

In  retention  due  to  enlarged  prostate,  the  bladder  does  not 
hold  so  much  as  appearances  at  first  sight  would  indicate,  as  the 
enlarged  prostate  fills  up  the  pelvis,  encroaches  upon  the  bladder, 
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and  pushes  it  ujd  into  the  abdomen.  To  relieve  the  retention  try 
the  following  instruments,  in  order: — (1)  A  soft  red  rubber  catheter, 
which  is  not  grasped  by  the  meatus,  and  twirl  it  in ;  (2)  an  a  coudee 
or  hi-coudee  catheter.  From  the  presence  of  the  elbow,  or  elbows, 
on  this  catheter,  its  nose  is  kept  against  the  upper  wall  of  the 
urethra,  and  consequently  passes  along  that  tube  much  more  easily. 
(3)  The  silver  catheter,  ordinary  or  "  prostatic,"  with  the  long 
curve;  and  (4)  the  gum-elastic,  with  stylet:  pass  this  up  to  the 
obstruction,  then  withdraw  it  a  little,  pull  out  the  stylet  for  a 
short  distance,  holding  the  catheter  steady  —  the  withdrawing  of 
the  stylet  makes  the  end  of  the  catheter  curl  up,  and  moimt 
through  the  curved  urethra.  (5)  If  it  is  impossible  to  introduce 
an  instrument,  then  aspirate  above  the  pubes. 

Means  adopted  to  Diminish  tlie  Size  of  an  Enlarged  Prostate. 
— (1)  The  administration  of  ergot;  (2)  the  occasional  passage  of 
very  large  bougies ;  (3)  the  continuous  electric  current,  on  account 
of  the  power  it  has  of  affecting  nutrition — trophic  effect — the  so- 
called  "  electrolysis;"  and  (4)  Prostatectomy  —  open  into  the 
bladder,  as  in  the  operation  of  supra-pubic  lithotomy,  and  excise 
the  enlarged  and  projecting  "  third  lobe."  The  mucous  membrane 
is  incised,  and  the  growth  enucleated  in  one  or  several  portions. 
There  is  often  free  hasmorrhage  in  this  operation. 

Perineal  Cystotomy. — In  certain  cases  Professor  Annandale 
performs  a  median  perineal  cystotomy.  It  is  done  in  cases  of 
enlarged  prostate  with  persistent  and  aggravated  irritability  of  the 
bladder,  where  there  is  a  constant  desire  to  pass  water,  with 
cystitis.  He  prefers  the  perineal  route,  because  (1)  the  liladder 
drains  bettej-,  and  (2)  the  incision  through  the  prostate  seems  to 
have  a  good  effect  on  the  enlarged  organ.  A  staff  is  passed  into 
the  bladder  with  a  median  groove,  and  the  patient  is -tied  up, 
or  held,  in  the  usual  lithotomy  position.  The  left  index  finger 
is  then  passed  into  the  rectum  and  placed  upon  the  apex  of  the 
prostate.  The  knife  is  entered  about  three-quarters  of  an  inch  in 
front  of  the  rectum,  with  its  edge  directed  upwards,  and  the  staff 
struck.  The  knife  is  then  turned,  and  the  wound  enlarged  a  little 
downwards.  A  beaked  director  is  then  passed  along  the  groove  of 
the  staff  into  the  bladder— as  it  is  impossible  to  reach  the  bladder 
with  the  finger,  on  account  of  the  enlarged  prostate — and  the  staff 
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withdrawn.    The  knife  is  then  passed  along  this  director,  and  the 
prostatic  urethra  nicked.    A  large-sized  tube  is  next  passed  along 
the  director  into  the  bladder.    The  tube  may  either  be  an  ordinary 
lithotomy  tube,  or  Watson's  (Boston)  tube  may  be  used.  This 
tube  is  specially  long  and  curved,  so  as  to  suit  itself  to  the  curve 
of  the  prostate.    The  tube  is  fastened  into  the  bladder  in  the 
usual  manner,  and  must  be  kept  in  for  two  or  three  weeks.  At 
the  end  of  this  time  Professor  Annandale  introduces  a  soft  red 
rubber  catheter,  of  full  size,  with  velvet  eye,  cut  short,  so  that  its 
rounded  end  will  just  lie  in  the  bladder,  and  its  cut  extremity 
project  from  the  perineal  wound.    This  end  is  fitted  with  a  vul- 
canite tube  of  half-an-inch  long,  with  bulbous  ends;  this  allows  of 
the  soft  tube  being  tied  in  by  two  loops,  without  interfering  with 
the  canal  of  the  catheter.    To  the  other  end  of  this  vulcanite  tube 
a  convenient  length  of  india-rubber  tubing  is  fixed,  with  a  tap 
at  the  distal  end.    By  this  means  the  bladder  may  be  emptied  at 
any  time  by  turning  on  the  tap.    The  red  rubber  catheter  is  used 
because  it  is  soft  and  pliable,  and  the  patient  can  walk  about  with 
It.    The  only  objection  is  that,  being  a  foreign  body,  it  may  cause 
cystitis.    Perhaps  a  better  plan  would  be  to  make  a  permanent 
perineal  fistula,  and  not  wear  a  tube  at  all.     The  operation  as 
performed  by  Professor  Annandalb,  is  not  followed  by  permanent 
incontinence,  the  patient  still  having  control  over  the  sphincter, 
ihe  only  dilierence  is  that  his  mode  of  urinating  approximates  the 
female  type. 

Supra-Pubic  Cystotomy. -The  above  operation  may  also  be 
performed  above  the  pubes,  although,  for  reasons  already  stated 
he  perineal  ronte  is  probably  the  best.  It  is,  however,  impossible 
to  say  with  certainty  which  is  the  better,  as  neither  operation 
has  as  ye  been  performed  a  sufficient  number  of  times  to  enable 
one  to  judge._  In  fat  patients,  or  where  more  room  is  needed,  it 
has  been  advised  to  use  a  transverse  incision,  instead  of  the  usual 
vertical  one. 
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CHAPTER  XLIII. 


THE    PELVIS  —  f  Continued ). 


THE  TESTICLE. 


The  Testicle:  its  Coverings. — The  testicle  lies  obliquely  in 
the  scrotum,  suspended  by  the  spermatic  cord  and  its  coverings. 
It  is  oval  in  shape,  and  its  front,  sides,  upper  and  lower  ends, 
are  smooth;  but  the  posterior  part,  where  the  spermatic  cord  is 
attached,  and  where  the  vessels  enter  and  leave,  is  not  smooth, 
and  it  is  not  covered  by  the  serous  membrane  ( visceral  layer  of  the 


tunica  vaginalis).  The  gland  itself  is  enclosed  in  a  strong  capsule 
—the  tunica  albuginea— yv^ich  is  a  dense,  fibrous  membrane. 
At  the  posterior  part  this  membrane  is  reflected  into  the  interior 
of  the  gland,  forming  an  incomplete  vertical  septum,  called  the 
mediastinum  testis,  or  corjnis  Higlimorianum.  From  the  front 
and  sides  of  this  septum,  trabecule  are  given  off,  which  pass  to 
be  attached  to  the  inner  surface  of  the  tunica  albuginea.    In  the 


Fig.  221. 


Section  of  Testicle. 


Mediastinum  Testis. 


Cavity  of  Tunica  Vaginalis  
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spaces  thus  foraied  the  semiual  ducts  begin  (Fig.  221).  Covering 
the  inner  surface  of  the  tunica  albuginea  is  the  tunica  vusculosa, 
or  the  pia  mater  of  the  testicle.  It  consists  chiefly  of  a  delicate 
plexus  of  blood-vessels.  Towards  the  posterior  part  we  find  the 
epididymis.  This  is  an  elongated  crescent-shaped  mass  adapted 
to  the  upper  end  and  the  outer  side  of  the  posterior  border  of 
the  testicle;  its  njaper  end  is  larger  than  the  rest  and  is  called 
the  glohus  major,  its  lower  end  the  rjlohus  minor,  and  the  part 
between  the  Imlij  of  the  epididymis. 

Seminal  Tubules.— The  tubules  begin  in  the  lobules  of  the 
glandj  the  lobides  lie  in  the  spaces  formed  by  the  septa  from  the 
mediastinum  testis.  Passing  from  the  lobules  we  have— (1)  The 
vasa  recta;  these  enter  the  fibrous  tissue  of  tlie  mediastinum,  and 
form  a  network  called  (2)  the  rete  testis;  (3)  from  this  spring  a 
number  of  ducts,  called  the  vasa  efferentia;  (4)  these  in  turn  form 
the  coni  vasculosi,  which,  together,  form  the  (5)  gloius  major  of 
the  epicUdymis.  Next  comes  (6)  the  bochj  of  the  epididymis,  and 
then  (7)  the  gJohus  minor,  or  tail;  from  which  (8)  the  vas  de/erens 
springs.  About  the  junction  of  the  globus  minor  and  vas  deferens, 
the  vas  aheiYans  of  Haller  is  occasionally  found 

The-  Development  of  the  Testicle.— The  testicles  arise  in  the 
abdominal  region,  in  close  relation  to  the  Wolffian  body,  and  from 
the  same  cell  mass.  The  Wolffian  bodies  are  often  called  the 
jn-imordial  Icidneys.  The  permanent  kidneys  arise  in  relation  tu 
tlie  dorsal  aspect  of  the  Wolffian  duct.  This  duct  is  converted 
into  the  body  and  globus  minor  of  the  epididymis,  the  vas  deferens, 
and  the  common  ejaculatory  duct.  The  vas  aberrans  is  probably 
a  persistent  portion  of  the  original  tubules  of  tlie  Wolffian  body. 
The  vasa  efferentia,  coni  vasculosi,  and  the  globus  major  of  the 
epididymis  are  produced  from  a  special  cell  mass,  distinct  from, 
though  close  to,  the  Wolffian  body.  Its  tubules  then  become 
continuous,  on  the  one  hand  with  the  rete  testis,  and  on  the  other 
with  the  body  of  the  epididymis.  In  the  female  this  mass  of  cells 
become  converted  into  the  par-ovarium  of  Kobelt  (  =  the  or-an 
of  liosENMULLEU,  or  the  epoOphoron  of  Waldevek).  The  vasa 
efferentia  of  the  male  would  in  this  way  correspond  to  the  par- 
ovarian tubules,  KoBELT'a  'tubes,  and  also  Gaebtner's  duct  of 
the  female.     Kobelt'h  tubes  arc  attacliecl,  by  one  end  only— to 
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Gaertxek's  duct — the  other  end  being  free  and  closed.  Gaertner's 
duct  is  the  remains,  in  the  female,  of  the  duct  of  the  Wolffian  body, 
the  middle  part  only  of  this  duct  being  persistent  in  that  sex.  The 
tubes  of  the  par-ovarium  and  Kobelt's  tubes  open  into  it.  It  lies 
at  first  in  the  broad  ligament  of  the  uterus,  and  then  becomes  in- 
corporated with  the  wall  of  the  uterus  and  vagina,  upon  which  last 
it  is  lost.  It  is  important  to  keep  these  points  in  mind  as  they 
explain  the  origin  of  cysts  of  the  epididymis. 

The  scattered  remains  of  the  Wolffian  body  constitutes  the 
organ  of  Girald/ss  or  the  paradidymis  of  Waldeyer,  and  forms 
perhaps  the  commonest  source  of  tumours  and  cysts  of  the  epi- 
didymis and  testicle.  The  same  also  is  true  of  the  kidney;  for 
it  is  easy  to  see  how  parts  of  the  Wolffian  body  might  become 
nc'orporated  with  the  permanent  kidney,  or  with  the  testicle, 
since  both  are  developed  close  to  the  original  Wolffian  body.  In 
connection  with  this,  compare,  and  observe,  the  similarity  in 
appearance  between  "  cystic  degeneration  "  of  the  kidney  and  tlic 
same  condition  of  the  testicle,  probably  in  both  cases  due  to  the 
incorporated  remains  of  the  Wolffian  body. 

Coverings  of  the  Testicle  as  it  lies  in  the  Scrotum.— (1)  The 
skin,  which  is  thin  and  dark-coloured,  and  usually  in  ruga>;  (2)  the 
superficial  fascia,  Avhich  in  this  region  is  peculiar  in  the  fact  that  it 
contains  no  fat,  but  lias  a  layer  of  non-striped  muscular  fibres — the 
dartos  mmcle;  (3)  the  inter-columnar  or  external  spermatic  fascia; 
(4)'the  cremasteric  muscle  or  fascia;  (5)  the  infundibuliform  fascia; 
and  (6)  the  tunica  vaf/inalis,  the  special  serous  membrane  of  the 
testicle,  which  under  normal  conditions  is  entirely  cut  ofi'  from  the 
peritoneal  cavity.  It  consists  of  a  visceral  and  a  parietal  layer; 
the  visceral  layer  covers  the  front,  sides,  upper  and  lower  ends 
of  the  testicle ;  but  towards  the  posterior  part  it  is  reflected  fi'oui 
the  testicle,  ami  becomes  continuous  M'ith  the  parietal  layer.  The 
parietal  layer  is  attached  to  the  infundibuliform  fascia  by  loose 
areolar  tissue,  and  is  more  extensive  than  the  visceral  part,  extend- 
in"-  lii"her  un  aiul  lower  dowm  than  the  testicle.  The  tunica 
vaginalis,  like  other  serous  membranes,  is  a  closed  cavity,  and  it 
is  of  importance  to  remember  that  it  is  towards  the  front  and  sides 
of  the  testicle,  so  that  the  testicle  seems  suspended  at  the  back  of 
this  serous  sac ;  in  tlic  normal  condition,  ho^vevcr,  lia  two  layers 
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are  in  contact.  In  the  condition  of  inversion,  the  testicle  occujDies 
the  front  of  the  scrotum,  the  whole  organ  being  turned  round,  so 
that  the  vas,  instead  of  being  behind  the  cord,  is  in  front  of  it. 
The  testicle  is  sometimes  found  in  the  perineum  attached  to  the 
tuber  ischii.  The  processus  vaginalis  usuallj'-  accompanies  it.  AMien 
this  is  the  case,  it  communicates  with  the  peritoneal  cavity ;  and  it 
is  important  to  remember  tliis  in  excision  of  the  gland,  lest  fatal 
peritonitis  be  set  up. 

Lymphatics  of  the  Testicle.— The  lymphatics  from  the  testicle 
proper  pass  to  the  lumbar  glands,  those  from  the  integuments  of 
the  scrotum  pass  to  the  horizontal  set  of  the  superficial  glands  in 
the  groin.  In  encephaloid  cancer,  therefore,  the  lumbar  glands  will 
be  first  enlarged ;  but  when  the  integuments  become  involved  the 
glands  in  the  groin  wiU  also  enlarge.  In  chondro-sarcoma  the 
secondary  growths  will  be  found  in  tlie  internal  organs— as  the 
lungs  and  liver;  but  it  sliould  be  noted  that  this  form  of  sarcoma 
of  the  testicle  is  also  very  usually  readHy  diff'used  by  the  lym- 
phatics. In  superficial  aftections,  therefore,  of  the  scrotum,  as 
eczema,  syphilitic  skin  afi'ections,  soot  wart  ("chimney-sweep's 
cancer"),  paraffin  wart,  etc.,  the  glands  in  the  groin  will  be 
aftectedj  but  in  affections  of  the  testicle,  the  lumhar  rjlands 
enlarge. 

Nerves  of  the  Testicle.— The  testicle  is  supplied  by  the 
spermatic  plexus  of  the  sympathetic ;  this  is  derived  from  the 
renal  plexus,  which  is  in  turn  immediately  derived  from  the  solar 
plexns.  This  brings  the  testicle  into  a  very  close  relationship 
with  the  kidney  and  solar  plexus,  and  hence  probably  the  pain 
m  the  testicle  so  frequently  found  in  kidney  affections,  and  pain 
in  the  kidney  in  .some  afi'ections  of  the  testicle.  The  reason  why 
the  testicle  is  -tlius  supplied  is  because  it  is  developed  in  the 
abdomen,  just  under  the  kidney,  but  afterwards  descends  to  the 
scrotum  (see  vol.  ii.,  page  3-J-2). 

VARIETIES  OF  HYDROCELE. 

1.  Hydrocele  of  the  Tunica  Vaginalis  consists  of  a  collection 
of  serous  fluid  icltldn  the  carit,,  of  this  sac;  as  the  fluid  accumn- 
lates  it  forms  a  swelling  at  the  front  and  sides  of  the  testicle,  and 
also  pas.ses  up  in  front  of  the  spermatic  cord  towards  tlio  external 
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abdominal  ring;  it  also  passes  down  below  the  testicle,  so  that 
if  well  marked,  the  testicle  cannot  be  felt  at  the  bottom  of  the 
scrotum.    The  fluid  is  pale  yellow  or  amber  coloured,  sometimes 
a  little  greenish,  and  without  smell.    It  is  neutral  in  reaction,  and 
the  specific  gravity  is  about  1024,  and  it  contains  about  6  per  cent, 
of  albumen,  as  shown  by  heat  and  nitric  acid,  and  further  con- 
tains fibrinogen.    This  fluid  contains  more  albumen  and  fibrinogen 
than,  the  fluid  of  ordinary  dropsy.    In  old  chronic  cases,  it  may 
have  a  glistening  or  sparkling  appearance,  from  the  presence  of 
cholesterine  crystals,  the  result  of  fatty  changes.     There  is  an 
acute  form  of  hydrocele  which  is  associated  with  acute  epididy- 
mitis ;  it  is  painful  and  tender,  and  the  skin  over  it  is  red.  The 
fluid  in  this  case  may  coagulate  spontaneously.    Acute  hydrocele 
is  not  so  common  with  acute  orcldtis,  as  the  strong  tunica  albuginea 
lies  between  the  inflamed  structure  and  the  serous  covering;  but 
in  epididymitis  the  inflamed  tubules  are  just  outside  the  tunica 
vaginalis.    It  is  very  probable  that  the  usual  chronic  hydrocele  is 
associated  with  some  inflammation  of  the  testicle  proper,  evident 
or  obscure.    In  hydrocele  the  fluctuation  is  free  and  uniform  aU 
over  and  in  all  directions,  and  this  distinguishes  it  from  cystic 
tumours  of  the  testicle.    In  tapping  this  distended  sac,  grasp  the 
tumour  Avith  the  left  hand,  so  that  the  testicle  lies  in  the  centre 
of  the  palm,  and  hold  the  trocar  in  the  right  hand,  with  the  index 
finger  about  three-quarters  of  an  inch  from  its  tip,  to  prevent  it 
going  too  far,  and  with  the  thumb  on  the  flange  to  press  the 
cannula  home,  and  then  plunge  it  with  a  sudden  thrust  into  the 
most  prominent  part  of  the  front  of  the  scrotum,  so  as  to  avoid 
injury  to  the  testicle,  which  is  usually  at  the  posterior  part ;  it  is 
first  plunged  in  perpendicularly,  and  then  made  to  pass  obliquely 
upwards  (Fig.  222). 

In  tapping  for  vaginal  hydrocele,  carefully  avoid  large  veins,  and 
make  sure  that  the  case  is  not  one  of  inversion  of  the  Testicle 
— i.a.,  the  testicle  lying  in  front,  instead  of  at  the  back,  of  the 
scrotum,  or  that  it  is  not  fixed  there  by  previous  inflammatory 
adhesions ;  farther,  make  sure  that  the  condition  is  chronic.  The 
position  of  the  testicle  may  be  made  out  by  the  aid  of  a  candle 
and  stethescope,  as  well  as  by  the  "  testicular  sensation"  produced 
when  the  place  where  the  testicle  is  situated  is  squeezed.  Wheii 
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the  sac  is  emptied,  a  solution  of  iodine  is  injected,  to  set  np 
inflammatory  action,  to  coat  the  serous  surfaces  with  a  layer  of 
non-secreting  lymph,  and  prevent  the  re-accumulation  of  the  fluid. 
It  may  also  cause  adhesion  of  the  serous  surfaces,  but  this  is 
not  an  essential  part  of  the  cure,  which  is  the  destruction  of  the 
serous  surfaces  and  deposition  of  non-secreting  lymph.  The  most 
convenient  preparation  of  iodine  to  use  is  Tindura  loclini  of  the 

Fig.  222. 

Tapping  Vaginal  Hydrocele. 


,-,       ,   .   ,  ,       ,,.       i  Trocar  to  pass  in  at  Riffht 

Cannula  to  bo  isassed  up  obliquely.  Angles. 

The  Surgeon's  thumb  ought  to  have  been  placed  on  the  flange  of  the  Cannula. 

old  Edinburgh  Pharmacopojia ;  of  this  solution  inject  about  two 
drachms,  taking  care  that  it  all  gets  in,  and  taking  care  also  to 
keep  it  all  ixi—e.rj.,  if  the  piston  of  the  syringe  fits  badly,  it  might 
pass  behind  it;  and  further,  unless  the  cannula  is  in  the  cavity 
of  the  tunica,  it  may  be  injected  into  the  cellular  tissue  of  the 
scrotum.  Tliis  tincture  is  stronger  than  the  Tinchira  locli  of  the 
British  Pharmacopoeia,  but  not  so  strong  as  the  liniment.  By 
firmly  squeezing  the  cord,  the  sudden  intense  pain  may  be  lessened 
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somewhat,  or  a  solution  of  cocaine  may  be  first  injected ;  some 
use  carbolic,  as  it  is  less  painful — a  drachm,  liquified  in  glycerine. 
After  the  solution  is  injected,  tlie,  scrotum  must  he  well  shaJcen,  so 
as  to  bring  it  in  contact  with  every  part  of  the  secreting  surface. 
If,  however,  a  communication  exists  between  tlie  cavity  of  the 
tunica  vaginalis  and  the  general  peritoneal  cavity,  irritating  fluids, 
like  tincture  of  iodine  should  not  be  injected  lest  they  set  up  fatal 
peritonitis. 

In  the  passage  of  the  trocar,  the  following  are  the  Structures 
pierced— (1)  The  skin,  (2)  the  superficial  fascia  and  dartos,  (3)  the 
inter-columnar  fascia,  (4)  cremasteric  fascia,  (5)  the  infundibuliform 
fascia,  and  (6)  the  parietal  layer  of  the  tunica  vaginalis. 

Tlie  metliod  of  injection  must  not  be  used  in  children  nor  in 
feeble  old  men.  In  the  child,  hydrocele  is  often  congenital,  when 
the  iodine  would  pass  into  the  abdomen  and  set  up  peritonitis ;  in 
these  cases,  treat  by  discutient  lotions  (such  as  hydrochlorate  of 
ammonia),  acupuncture  or  simple  withdrawal  of  the  fluid,  or  lastly, 
incision  and  drainage.  A  somewhat  similar  method  may  be  used  in 
the  old  and  debilitated — simple  withdrawal  or  acupuncture  may  cure 
the  condition,  especially  in  cases  where  the  patient  has  previously 
lived  in  a  warm  climate,  as  the  West  Indies. 


Differential  Diagnosis  between 

Vagin 

Scrotal  Hernia. 

1.  Tumour   oblique   in   shape  and 

direction. 

2.  The  protrusion  lies  in  front  of  and 

covers  the  spermatic  cord,  and 
testicle  can  he  felt  at  the  bottom 
of  the  scrotum.  Scrotum  can- 
not be  folded  up  on  the  abdomen 
as  in  hydrocele  (Chiene). 

3.  An  impulse  is  imparted  to  the 

tumour  if  the  patient  coughs : 
gurgling  sound  at  attempts  at 
reduction :  percussion  note  clear 
(if  intestine),  but  duUif  omentum. 

4.  No  transparency  on  examination  by 

the  transmitted  light  of  a  candle. 


Hernia  and  Hydrocele  of  Tunica 
alls: — 

Hydrocele. 

1.  Tumour,  oval  or  pyriform  and 

began  ai  loitom  of  scrotum. 

2.  The  constituents  of  the  cord  can  he 

felt  free  in  the  inguinal  canal  at 
the  external  ring,  but  the  testicle 
cannot  be  felt  easily  at  the 
bottom  of  the  scrotum,  but  is 
situated  behind,  and  in  large 
collections  at  the  upper  part. 

3.  No  impulse   on   coughing  :  no 

gurgling  at  attempts  at  reduc- 
tion :  percussion  note  dull.  It 
is  possible  to  feel  the  rounded 
upper  end  of  the  tumour. 

4.  Is  usually  transparent  ■when  tlnis 

examined. 
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The  "  translucent "  appearance  can  be  very  well  imitated,  by 
holding  up  one's  thumb  in  front  of  a  candle  flame  and  looking 
through  it. 

Double  Hydro -Sarcocele,  in  a  young  man,  is  most  probably 
due  to  secondary  syphilis,  but  it  might  be  tubercular;  the  history, 
personal  and  family,  together  with  the  appearance  of  the  patient, 
will  help  one  to  decide.  An  ordinary  vaginal  hydrocele  and  an 
encysted  hydrocele  may  be  found  on  the  same  side  of  the  scrotum. 
Occasionally  a  fatty  tumour  is  found  in  the  scrotum,  developed 
from  the  exfcra-peritoneal  fat.  The  mass  of  fat  travels  down  under 
the  spermatic  coverings,  and  may  completely  envelop  the  testicle, 
simulating  an  ordinary  vaginal  hydrocele.  Another  curious  fact 
is  that  it  may  become  detached  from  the  extra-peritoneal  fat,  and 
be  grafted  on  to  the  tissues  of  the  scrotum,  and  continue  to  grow 
there,  although  entirely  cut  off  from  its  original  source  of  blood 
supply. 

2.  Congenital  Hydrocele. — In  this  case,  V^^q  processus  vcuiinalis 
has  remained  open,  so  that  a  communication  exists  between  the 
tunica  vaginalis  and  the  peritoneal  cavity  (see  Fig.  201).  It  is 
dull  on  percussion,  never  tense,  disappears  on  even,  steady  pressure, 
gradually  and  without  slip  or  gurgle;  it  descends  slowly,  even 
though  the  finger  be  kept  on  the  external  abdominal  ring.  It  feels 
soft  and  even,  and  no  irregularity  or  gurgling  when  handled. 
To  treat — (1)  Discutient  lotions;  (2)  withdrawal  of  the  fluid;  or 
(3)  a  truss  to  close  up  the  aperture. 

3.  Infantile  Hydrocele. — In  this  form  the  j)?w;esm5  has  only 
closed  at  the  internal  abdominal  ring  (see  Fig.  202).  It  does  not 
disappear  on  pressure,  or  when  the  patient  lies  on  his  back,  and 
there  is  no  gurgling  on  handling.  It  is  probably  due  to  inclusion 
of  the  fluid,  when  tlic  obliteration  occurred,  at  tlie  internal  ring. 
Xote  tliat,  in  infants,  a  hernia  may  be  translucent  as  well  as  a 
hydrocele,  but  will  bo  tympanitic  on  percussion.  Treat  as  last- 
one  may  also  inject  iodine,  it  mre  that  the  communication  with  the 
abdomen  is  closed  up. 

4.  Encysted  Hydrocele  of  the  Cord.  — A  dropsy  of  small 
unobliterated  portions  of  iha  processus;  it  is  obliterated  at  different 
parts  of  its  course,  leaving  one  or  more  closed  sacs,  which  become 
distended  with  serum  (Fig.  223).    Or  the  processus  may  be  closed 
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at  tlie  upper  and  lower  parts  only,  leaving  the  central  part  un- 
oblitorated ;  this  condition  is  simply  an  arrest  of  a  natural  process. 
Normally,  the  processus  first  closes  at  its  upper  part,  and  next  at 
its  lower  part,  and  finally  in  the  intervening  portion.  Encysted 
hydrocele  of  the  cord  may  also  be  a  dilated  portion  of  the  tube  of 
the  "  organ  of  Giraldes,"  or  sometimes  a  cyst  formed  by  effusion 
into  the  cellular  tissue.  The  proper  form  is  usually  found  in  the 
child  and  on  the  rigU  side,  as  this  side  is  the  last  to  close,  and 
hence  all  congenital  defects  of  this  nature  are  more  common  on 
this  side.  The  fluid  often  contains  spermatozoa ;  the  swelling  is 
cylindrical,  its  upper  end  being  as  large  as  the  lower,  and  the 
testicle  is  readily  felt  below,  and  is  quite  distinct  from  the  swelling. 

Fig.  223. 
Encysted  Hydrocele  of  Cord. 


..Abdominal  Cavity. 


..LTnoblitei-ated  part  of  the 
V.agiiial  Process,  which 
becomes  distended  with 
Fluid. 

■  Cavity  of  Tunica  Vaginalis. 
,  Testicle. 


To  .show  the  condition  of  the  Processus  Vaginalis  in  Encysted  Hj'drocelo 

of  tlie  Cord. 

5.  Encysted  Hydrocele  of  the  Epididymis.— It  may  contain 
pure  serum,  but  is  more  usually  serum  with  a  mixture  of  seminal 
fluid.  The  cyst  is  usually  attached  to  the  head  of  the  epididymis ; 
it  may  be  pedunculated  and  form  a  "loose  body"  in  the  tunica 
vaginalis.  Tiiis  form  does  not  surround  the  testicle,  nor  has  it 
the  shape  of  the  tunica  vaginalis ;  it  is  tense  and  globular,  and  the 
testicle  is  in  front,  or  to  one  or  other  side,  or  below.  Its  origin  is 
doubtful:  it  may  be  (1)  from  the  vasa  eiferentia;  (2)  an  enlarge- 
ment of  the  "Hydatid  of  Morgagni,"  which  is  the  remains,  in 
the  male,  of  the  duct  of  MOller;  (3)  the' organ  of  Gibaldes— 
the  remains  of  the  Wolffian  body,  or  its  duct,  the  vas  dberrans  ; 
and  (4)  from  Kobelt's  tubes.  This  condition  corresponds  to  the 
parovarian  cysts  in  the  female.    At  first  the  fluid  may  not  contain 
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spermatozoa ;  but  later,  when  a  communication  is  formed  between 
the  cyst  and  the  vasa  efferentia,  spermatozoa  are  found.  Of  course, 
if  the  cyst  arise  primarily  in  one  of  the  tubiales  of  the  vasa 
efferentia,  spermatozoa  will  be  found  from  the  very  first.  The 
fluid  contains  only  a  trace  of  albumen,  and  effervesces  on  adding 
an  acid,  from  the  presence  of  alkaline  carbonates.  In  some  cases 
it  is  opalescent,  the  opalescence  being  due  to  the  presence  of 
seminal  fluid,  and  the  spermatozoa  may  be  recognised  under  the 
microscope.    When  this  is  the  case,  it  is  called  a  spermatocele. 

In  diagnosing  Scrotal  Tumours  the  first  thing  is  to  ask  one's 
self  two  questions— (1)  Does  it  belong  to  the  scrotum?  or  (2)  Does 
it  come  from  the  abdomen  ^  In  pure  Scrotal  Tumours  the  swelling 
has  no  neclc,  as  shown  by  grasping  the  tissues  near  the  external 
abdominal  ring  between  the  finger  and  thumb,  on  both  sides  of 
the  body,  for  the  sake  of  comparison  j  by  doing  so  we  get  above 
the  upper  end  of  the  tumour,  and  feel  the  constituents  of  the  cord 
healthy  and  free,  e.g.,va.  hydrocele,  hsematocele,  and  simple  forms 
of  sarcocele ;  but  in  malignant  tumours  of  the  testicle  and  tuber- 
cular testicle,  the  vas  deferens  is  often  thickened  to  the  size  of  a 
goose  quill,  instead  of  being  the  usual  size  and  feel  of  whip  cord. 
Tumours  of  the  Testicle  itself,  with  the  exception  of  cystic  sar- 
coma, are  solid;  swelhngs  of  the  Tunica  Vaginalis,  are  practically 
always  fluid.  Tumours  that  come  from  the  Abdomen  have  a 
neck,  which  can  easily  be  felt  when  the  tissues  near  the  external 
ring  are  grasped  between  the  finger  and  thumb.  Hydrocele  of  the 
Cord  is  cylindrical  and  sausage-shaped,  the  testicle  is  quite  free 
below,  and  the  upper  end  can  usually  be  felt  in  the  abdomen  at 
the  internal  ring,  and  there  is  no  gurgle  on  manipulation,  as  in 
a  reducible  hernia. 

I  shall  now  give  a  short  RESUME  of  the  chief  ways  of 
treating  Hydrocele : — 

I.  In  the  Child.  —  (a)  In  the  Congenital  form  a  truss  is  the 
proper  treatment,  after  returning  the  fluid,  so  as  to  obliterate  the 
communication  into  the  abdomen.  Should  anything  further  be 
required,  use  cold  evaporating  lotions  or  simple  tapping  with,  a 
fine  trocar,  but  never  inject  iodine,  as  it  would  pass  up  into  the 
abdomen  and  probably  cause  peritonitis.    Wlien  once  it  becomes 
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"  infanUle  "  treat  as  below,  (h)  I„  the  Infantile  variety,  which  is 
probably  due  to  inclusion  of  fluid,  use  cold,  evaporating,  discutient 
lotions,  as — 

Ammonim  Cliloridi,  ....  ny.  xx.v 
Aceti  Destillati,  .  .  .  .  .  "  '  5]' 
Sph'itiis  Reetificati,     •       •       .       .  5j' 

Acupuncture  may  be  employed,  using  a  needle  to  puncture  the  sac 
oi  the  tunica  vaginalis;  or  simple  tapping  and  support  afterwards 
In  very  obstinate  cases  you  may  inject  iodine,  if  you  are  quite 
sure  that  the  opening  into  the  abdomen  is  completely  shut  off 

n.  In  the  Young  and  in  Middle-Aged  Adults.— The  cause 
may  have  to  be  treated— usuaUy  some  chronic  inflammation  of  the 
testicle.  After  the  condition  has  become  cJironic,  then  use  palli- 
ative measures  at  first,  i.e.,  simple  tapping,  and  the  wearing  of  a 
suspensory  bandage  afterwards.  If  this  does  not  cure,  then  resort 
to  the  radical  cure-tapping,  followed  by  the  injection  of  iodine; 
where  this  fails,  from  the  great  thiclcness  and  non- collapsable 
nature  of  the  wall  of  tlie  sac,  then  use  simple  antiseptic  incision 
and  drainage,  carefully  stitcliing  the  tunica  vaginalis  to  the  skin, 
m  order  that  the  sac  may  granulate  from  the  bottom. 

in.  In  the  Old  and  Debilitated.— Do  not  interfere,  unless 
it  is  causing  trouble  and  increasing.  If  interference  is  necessary, 
tlien  adopt  palliative  measures,  as  repeated  simple  tapping,  and  the 
wearing  of  a  suspensory  bandage  between  times;  where  it  is  small, 
one  may  use  acupuncture.  In  the  form  of  hydrocele,  so  frequent 
in  warm  countries,  simple  tapping  seems  to  cure.  It  is  only  in 
exceptional  cases  that  the  radical  cure  by  free  incision  and 
drainage,  or  the  injection  of  iodine,  should  be  attempted  in  old 
men  (Bryant). 

In  Haematocele  (that  is,  a  collection  of  blood  in  the  tunica 
vaginalis),  the  shape  is  usually  globular ;  it  is  heavier  than  hydro- 
cele, and  hard  or  doughy  to  the  touch,  with  obscure  fluctuation,  as 
the  wall  is  very  thick  and  rigid,  opaque  to  transmitted  light,  and 
dull  on  percussion.  If  tapped,  a  cofl'ee-coloured  fluid  is  drawn  off, 
consisting  of  altered  blood.  It  may  arise  from  a  traumatism,  when 
there  will  bo  marks  of  bruising  in  the  tissues  of  the  scrotum  ;  or  it 
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may  arise  from  a  puncture  of  a  vein  during  tapping  for  hydrocele, 
or  from  the  bursting  of  a  varicose  vein. 

Treatment. — (1)  Best,  general  and  local,  with  elevation  of  the 
scrotum,  and  gentle  elastic  pressure  to  stop  the  Weeding  point; 
the  application  of  cold  may  also  be  tried,  if  necessary,  but  elastic 
pressure  is  the  chief  point.  (2)  Later,  it  may  be  tapped,  and  the 
serum  and  broken-down  clot  drawn  off.  (3)  In  obstinate  cases,  it 
may  be  necessary  to  lay  open  the  tunica  vaginalis,  under  very  rigid 
antiseptic  precautions,  turn  out  the  blood  clots,  secure  any  bleeding 
points,  stuff  the  wound,  and  make  it  heal  from  the  bottom  by 
granulation.  (4)  In  very  bad,  old-standing  cases,  excision  of  the 
testicle  has  been  pi'actised. 

Cirsocele  or  Varicocele  is  a  varicose  eidargement  of  the  sper- 
matic veins  (the  plexus  painpiniformis).  The  pampiniform  plexus 
is  formed  by  the  remains  of  the  veins  of  the  Wolffian  body,  and 
passes  owi  at  the  hilus  or  posterior  border  of  the  testicle.  This 
Avould  correspond  to  the  hilus  of  the  ovary,  or,  as  it  is  called,  the 
jjaroophoron,  which  represents  the  remains  of  the  Wolffian  body. 
In  women  who  have  born  children,  this  plexus  often  reaches  an 
immense  size.  The  left  side  is  most  frequently  affected — (1)  Because 
the  vein  of  that  side  is  longer,  (2)  it  is  apt  to  be  pressed  upon  by 
fajculent  accumulations  in  the  sigmoid  flexure  of  the  colon,  and 
(3)  it  enters  the  left  renal  vein  at  right  angles.  Mr  HowsE 
believes  that  in  cases  of  varicocele  there  is  an  actual  development 
of  new  veins,  and  that  this  probably  accounts  for  the  condition  in 
many  cases;  in  fact,  that  it  is  not  a  mere  dilatation  of  pre-existing 
veins.  It  is  usually  found  in  young  adults  up  to  twenty-five  years 
of  age.  The  mass  is  pyramidal  in  shape,  with  the  base  below ;  it 
feels  like  a  "  bag  of  worms,"  and  it  may  be  possible  sometimes  to 
see  the  dilated  and  tortuous  veins.  Occasionally  the  veins  rupture 
and  may  cause  death  from  great  extravasation.  When  the  patient 
lies  on  his  back,  and  the  scrotum  is  elevated,  the  swelling  disappears; 
if  then  the  finger  be  pressed  on  the  external  ring,  and  the  patient 
made  to  stand  up,  it  will  return  in  spite  of  the  pressure,  Avithout  the 
sensation  of  anything  slipping  past  the  finger.  This  distinguishes 
it  from  hernia.  The  affected  testicle  is  often  a  little  smaller  than 
the  other,  but  it  will  not  cause  impotence,  as  long  as  the  other 
testicle  is  sound.    Professor  Chiene  classifies  varicoceles  clinically 
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into— (1)  Those  that  give  rise  to  mental  trouble,  and  (2)  those  that 
do  not :  in  the  former  only,  under  ordinary  circumstances,  should 
any  operation  be  performed.  The  degree  of  mental  trouble  produced 
has  no  relation  to  the  size  of  the  varicocele. 

Treatment —1.  Palliative— A  AveU-fitting  suspensory  bandage, 
with  the  removal,  if  possible,  of  the  conditions  that  tend  to  keep 
up  undue  pressure  in  the  veins— e.^.,  constipation.  Cold  bathing  of 
the  genitals  morning  and  evening  is  also  valuable.  In  some  special 
cases,  where  the  cause  was  chiefly  obstruction  to  the  venous  circula- 
tion in  the  abdomen,  Mr  Spence  recommended  a  light  truss— the 
truss  was  not  to  interrupt  the  circulation,  but  to  act  like  a  valve 
and  support  the  column  of  blood  above :  in  ordinary  cases  a  truss 
would  be  hurtful.  2.  Radical.— In  cases  (1)  where  there,  is  much 
mental  trouble  on  account  of  the  varicocele,  (2)  for  admission  to 
public  services,  and  (3)  where  there  is  great  pain,  frequent  seminal 
emissions,  and  atrophy  of  the  testicle. 

Operations.- Open  Methods.— AVith  strict  antiseptic  precau- 
tions, make  a  short  incision  over  the  cord,  towards  the  outer  aspect,  or 
behind.  When  the  veins  are  exposed,  separate  them  carefully  from 
the  other  constituents  of  the  cord,  especially  the  vas  deferens  and 
the  spermatic  artery,  free  them  for  some  distance,  pull  them  out  at 
the  wound,  and  tie  them  above  and  below  in  one  or  more  bundles 
with  strong  catgut,  and  cut  off  the  part  between  the  ligatures.  At 
tlie  same  time,  do  not  be  afraid  to  cut  off  a  good  large  piece  of  the 
loose  and  pendulous  scrotum;  this  Ayill  brace  it  up  afterwards,  and 
act  as  a  suspensory  bandage.  Insert  a  small  drainage  tube,  stitch 
the  skin,  and  dress.  Professor  Annandale  was  the  first  to  advise 
and  perform  the  operation  of  excision  of  the  veins,  combined  with 
removal  of  a  portion  of  the  skin  of  the  scrotum. 

Bennett's  Operation. — W.  H.  Bennett  believes  that  to  cure 
varicocele  it  is  necessary  to  shorten  the  cord.  An  incision  is  made 
exposing  the  thin  fascia  surrounding  the  varicocele,  which  fascia 
must  not  be  divided.  The  veins  are  then  tied  en  masse  at  the 
lower  part,  the  ends  of  the  ligature  being  left  long.  A  second 
ligature  is  next  passed  round  the  veins  at  the  upper  part  and  tied 
Avith  a  single  Imot,  which  is  kept  tight  by  an  assistant.  The 
portion  of  the  veins  between  the  hgatures  is  then  excised,  and 
the  upper  ligature  tightened,  the  ends  being  left  long.    After  the 
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bleeding  lias  ceased  the  ligatured  stumps  of  the  varicocele  are 
brought  together,  and  retained  thus,  by  knotting  the  ends  of  the 
upper  ligature  to  those  of  the  lower.  The  ligatures  are  now  cut 
short  and  the  operation  completed. 

Subcutaneous  Method.— Another  plan  is  by  multiple  sub- 
cutaneous Catgut  Ligatures,  with  or  without  division  between 
the  ligatures.  Velpeau's  method  of  obliteration,  by  means  of  a 
hare-lip  pins  and  twisted  suture,  cannot  be  recommended ;  and  the 
same  remark  applies  to  Vidal's  method  of  twisting  by  means  of 
specially-constructed  needles  and  sUver  wire. 

Structures  divided  in  the  open  method  are — Skin  and  dartos, 
inter-columnar  fascia,  cremasteric  fascia,  and  inf undibuliform  fascia. 
Vessels  and  Nerves. — Twigs  of  the  ilio-inguinal  and  genito-crural 
nerves;  branches  of  superficial  external  pudic  and  cremasteric  arteries. 

Sarcocele.  —  By  this  is  meant  merely  a  solid  enlargement  of 
the  testicle.  This  may  be — (a)  Simple,  usually  a  form  of  chronic 
inflammation  following  acute  orchitis,  and  affecting  all  parts  of  the 
testicle  equally;  it  is  smooth  and  uniform,  and  may  be  painful 
and  tender.  (6)  Tubercular,  affecting  the  epididymis  and  the  vas 
deferens  in  the  first  instance,  Avhich  become  craggy  and  nodular, 
with  perhaps  soft  spots  here  and  there,  (c)  Syphilitic,  a  tertiary 
phenomenon  appearing  two  or  three  years,  or  longer,  after  infection; 
the  cord  is  healthy,  the  body  of  the  testicle  alone  being  affected, 
and  is  very  often  accompanied  by  hydrocele  (hydro-sarcocele). 
There  are  two  forms — (1)  It  may  be  a  diffuse  orchitis,  or  (2)  it 
may  be  in  the  form  of  a  localised  gummatous  tumour,  (d)  Tumours 
of  the  Testicle,  simple  or  malignant — as  encephaloid  cancer,  cystic 
sarcoma,  and  chondro-sarcoma.  Cancerous  tumours  are  usually  of 
a  soft  and  rapidly -growing  form,  and  begin  in  the  body  of  one 
testicle,  from  proliferation  of  the  epithelium  of  the  seminiferous 
tubules,  and  very  rapidly  infect  the  lumbar  glands.  Sarcomata 
begin  in  the  connective  tissue  of  the  gland  or  the  tunica  albuginea; 
it  is  most  common  in  children  under  ton  years.  The  so-called 
enchondroma  of  the  testicle  ig  a  sarcoma  whicli  develops  cartilage 
( cliondrifijinfj  sarcoma),  and  the  secondary  growths  in  the  internal 
organs  retain  the  characters  of  the  primary.  In  adults  the  sarcoma 
is  often  cysHo.  Cartilaginous  tumours  of  the  testicle  spread  by 
means  of  the  lymjjhatics,  as  well  as  by  the  veins.    The  rapid 
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growth,  the  great  size  often,  the  lobulation,  the  presence  of  cysts 
and  unequal  consistence  of  the  tumour,  as  weU  as  the  absence  of 
all  inflammatory  symptoms  are  suspicious.  Double  primary  malig- 
nant disease  of  the  testicle  is  always  hjmplw-mrcoma.  When 
there  is  marked  lumbar  pain,  it  probably  indicates  infection  of 
the  lymphatic  glands  in  that  region.  Simple  forms  of  sarcocele 
are  rarely  larger  tlian  a  goose's  egg.  Gout  and  malaria  may  also 
cause  enlargement  of  the  testicle. 

The  foUowing  Table  (after  Erichsen)  may  assist  the  memory:— 


Simple  Sarcocele. 

1.  Ill  the  acute  stage 
the  cord  is  tliick  and 
tender  ;  in  clironio, 
niaybeeulargedfroni 
dilated  vessels.  It  is 
a  chronic  inllanima- 
lion  following  acute 
orchitis,and  all  parts 
are  affected. 

2.  Epididymis  may  be 
swollen,  but  body 
chiefly  affected ;  it  is 
hard,  smooth,  and 
uniform,  and  rarely 
iluctuates. 


3.  Tainful  and  tender. 


4.  History  of  injury  or 
gonorrhffia. 

5.  Hydrocele  sometimes. 

6.  Scrotum  healthy,  and 
usually  only  one  tes- 
ticle atlected. 


Tubercular  Sarcocele. 

1.  Vas  deferens  affected 
and  cord  thickened. 


.  Epididymis  chiefly 
affected:  it  is  craggy 
and  nodular  with 
spots  of  softening, 
and  may  be  adher- 
ent to  tissues  of 
the  scrotum.  Body 
rarely  affected. 
Sometimes  tender, 
but  rarely  painful. 
Tubercle  in  other 
parts. 

History  of  struma  or 
phthisis. 

Eare. 

In  early  manhood: 
both  often  affected: 
adheres  to  scrotal 
tissues  and  bursts 
externally. 


Syphilitic  Sarcocele. 

1.  Cord    healthy,  but 
vessels  dilated. 


2.  Body  alone  princi- 
pally affected  in 
both  forms  ;  liard, 
nodular,  and  irregu- 
lar. Softening  and 
abscess  rare. 


3.  No  pain  or  tender- 
ness; the  testicular 
.sensation  soon  lost. 

4.  Histoiy  of  syphilis 
two  or  three  years 
before. 

5.  Common. 

6.  Scrotum  healthy.  ^ 
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Note  the  two  forms  of  syphilitic  disease — (1)  A  diffuse  inter- 
stitial orchitis.  In  this  case  the  outline  is  uniform,  smooth,  and 
even;  both  are  affected.  It  is  apt  to  occur  in  the  young  and  the 
middle-aged,  and  soon  after  the  infection.  (2)  As  a  locaHsed 
gummy  tumour.  In  this  case  the  outline  is  irregular,  nodular, 
or  craggy;  it  occurs  later  in  life,  and  longer  after  the  infection. 

THE  BLADDER. 

This  is  one  of  the  pelvic  viscera.  When  emjit]]  it  lies  entirely 
within  that  cavity  behind  the  piibic  bones,  and  is  of  a  triangidar 
form;  when  vioderately  distended  it  is  of  a  rounded  form,  and 
when  fully  distendeU  it  is  ovoid  in  shape  and  rises  above  the 
pubes  and  enters  the  hypogastric,  or  even  the  umbilical,  region. 
Its  relations  to  the  prostate  and  rectum  are  given  elsewhere.  The 
Nerves  of  the  bladder  are  derived  from  the  vesical  and  prostatic 
plexuses  sent  off  by  the  hypogastric  plexus,  which  supplies  its 
upper  part,  and  the  fouiih  sacral  nerve ;  in  this  way  the  neck 
of  the  bladder  is  brought  into  very  close  relation  with  the  anus, 
the  importance  of  which  has  been  already  pointed  out  (see  vol.  ii., 
]iage  44G).  The  vesical  plexus  contains  a  large  proportion  of 
bjjinal  nerve  fibres. 

Puncture  of  the  Bladder.— This  operation  may  be  performed 
either  from  the  rectum  or  above  the  pubes;  and  in  doing  so, 
advantage  is  taken  of  the  anatomical  facts  that  there  is  no  peri- 
toneum on  the  base  of  the  bladder  (that  is,  the  part  towards  the 
rectum)  nor  on  the  antero-inferior  surface.  The  part  left  uncovered 
varies  with  the  amount  of  distension  of  the  organ.  In  tapping 
above  the  puljes,  the  bladder  must  be  distended,  so  as  to  raise 
the  reflection  of  the  peritoneum  well  above  the  pubes ;  in  tapping 
from  the  rectum,  it  must  be  done  exactly  in  the  middle  line,  and 
close  to  prostate.  The  part  which  may  be  punctured  with  safety 
is  triangular  in  shape,  each  side  of  the  triangle  being  about  an 
inch-and-a-half  in  length  (the  external  trigone),  and  has  the 
following  boundaries:— On  either  side  are  the  vasa  deferentia 
(a  vas  on  each  side),  and  immediately  beyond  these,  the  vesicuhy 
seminales;  the  base  of  the  triangle  is  formed  by  the  line  of 
rcflfchion  of  the  peritoneum  on  to  the  rectum,  and  is  about  an 
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inch  and  a  quarter  from  tke  base  of  the  prostate  j  at  the  apex 
of  this  triangle  the  prostate  gland  is  situated  (Fig.  224).  If  the 
puncture  be  not  in  the  middle  line,  the  vasa  deferentia  or  vesiculiB 
seminales  may  be  injured ;  and  unless  ■well  forwards  towards  the 
apex  of  the  triangle,  the  peritoneum  might  be  punctured.  This 
operation  may  be  rendered  necessary  for  the  retention  of  urine  in 
cases  of  stricture  of  the  urethra,  or  in  cases  of  rupture  of  the  same 
structure  where  it  is  impossible  to  pass  a  catheter. 

The  objections  to  puncture  per  rectum  are — (1)  That  it  is 
inconvenient  to  keep  a  tube  in  the  rectum ;  (2)  that  it  may  cause 
abscess  between  the  bladder  and  rectum,  and  leave  a  permanent 
fistula;  (3)  the  vesiculaj  seminales  or  peritoneum  may  be  injured, 
causing  peritonitis ;  and  (4)  tliat  it  may  set*  up  pelvic  cellulitis. 

Fig.  224. 

Base  of  Bladder  showing  the  Trigone. 


Point  at  wliifh  to  puncture 
the  Bladder  per  Roetuni... 


Line  of  Peritoneal  Reflection.. 


:al  Reflection. 


Unless  the  finger  can  be  passed  Avell  beyond  the  prostate,  and 
feel  the  fluctuating  base  of  the  bladder,  do  not  attempt  it.  The 
cannula,  too,  can  only  be  kept  in  for  a  Hmited  period  per  rectum ; 
and  further,  it  cannot  be  done  at  all  in  cases  of  enlarged  prostate, 
nor  in  the  E'egro  races  (Bell).  It  may  be  done  in  cases  of  imper- 
meable stricture  in  the  young  adult,  or  in  complete  rupture  of  the 
urethra.  During  an  extensive  experience  of  nearly  half-a-ceutury. 
Ml'  Spence  only  performed  the  operation  twice. 

In  performing  this  simple  operation,  pass  two  fingers  uito  the 
rectum  till  the  base  of  the  prostate  and  the  bladder  beyond  is 
distinctly  felt ;  the  point  of  puncture  must  be  in  the  middle  line, 
and  as  near  the  base  of  the  prostate  as  possible.    Xcxt,  take  a 
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curved  trocar  and  cannula,  the  point  of  the  trocar  being  drawn 
well  hade  within  the  cannula,  and  press  the  point  of  the  cannula 
against  the  bulging  base  of  the  bladder,  then  make  the  trocar  enter 
the  bladder,  and  after  that  push  the  cannula  also  into  the  bladder, 
withcbaw  the  trocar  and  let  the  urine  flow  out.  The  cannula  is 
then  tied  into  the  bladder  for  forty-eight  hours,  after  M'hich  a 
catheter  may  be  passed  by  the  urethra,  as  the  rest  has  probably 
diminished  the  swelling  and  inflammation  of  that  canal.  A 
simQar  instilment  may  also  be  used  to  puncture  above  the  pubes, 

Fig.  225. 
Spence's  Operation. 

(After  Spenxe.) 


-Puuctiu-e 
above 
Pubos. 


ruiicture  through  liectu 


Ml  wh.cli  case  it  is  better  to  make  a  small  incision  flrst,  partly 
through  he  abdominal  ^vall,  and  afterwards  insert  the  trocar 
tlirough  the  incision.  A  much  better  instrument,  however,  to  use 
IS  the  pneumatic  aspirator. 

MP  Spence's  Method  of  Puncture  from  the  Perineum -The 
part  opened  is  the  membranous  portion  of  the  urethra,  and  the 
guide  is  the  apex  of  the  prostate,  felt  per  rcctun..  The  left  index 
fifger  IS  pa.ssed  into  the  rectum  and  made  to  rest  on  the  apex 
of  the  prostate,  and  its  pulp  against  tlie  distended  membranous 
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urethra ;  au  ordinary  straight  bistoury  is  then  plunged  into  tlie 
perineum  in  front  of  the  anus,  with  its  back  towards  the  rectum 
and  the  point  directed  obliquely  upwards,  as  if  to  cut  into  the 
apex  of  the  prostate,  Avhich  guides  to  the  membranous  part  of 
the  urethra  (Fig. .225).  "When  this  is  opened  the  urine  escapes; 
the  Surgeon  may  then  tie  in  an  ordinary  lithotomy  tube,  or  pass 
a  bougie  down  to  the  obstruction  and  divide  the  stricture  on  its 
point.  In  this  way  not  only  is  the  retention  relieved,  but  the 
obstruction  is  divided  at  the  same  time.  Mr  Cock's  operation 
closelj'  resembles  jMr  Sppince's. 

Cock's  Operation — or  opening  the  urethra  behind  the  stricture, 
at  a  point  where  it  is  healthy,  and  in  front  of  the  prostate — in  the 
membranous  portion,  as  the  stricture  is  usually  in  front  of  this 
point.  1'he  patient  is  tied  up  as  for  lithotomy.  The  operator 
then  passes  his  left  forefinger  into  the  rectum,  and  places  it  upon 
the  apex  of  the  prostate,  and  then  passes  a  broad,  sharp-pointed, 
double-edged  knife  straight  down  to  the  apex,  exuctty  in  the 
middle  line  of  the  perineum.  The  external  wound  is  then  enlarged 
somewhat,  the  knife  withdrawn,  and  a  probe-pointed  director  with 
a  handle  passed  into  the  wound  througli  the  urethra,  and  hito  tlie 
bladder ;  along  this,  as  a  guide,  a  tube — Syme's  perineal  catheter 
or  a  female  catheter — is  passed,  fitted  with  rings,  whereby  it  can' 
be  tied  into  tlie  bladder.  Tlie  objection  to  this  operation  is  that 
it  does  not  presumably  cure  the  stricture. 

Rupture  of  the  Bladder  usually  occurs  when  it  is  full,  aud 
the  patient  receives  some  form  of  injury.  It  may  rupture  in  two 
situatious— (1)  At  the  parts  not  covered  by  peritoneum,  and  (2)  at 
the  parts  covered  by  peritoneum.  In  the  first  case  the  urine  is 
effused  into  the  cellular  tissue  round  the  viscus,  but  outside 
abdomen  ;  in  the  other,  the  urine  passes  into  the  peritoneum.  In 
treating  rupture  of  the  bladder,  various  plans  are  open  to  the 
Surgeon— (1)  Keep  the  bladder  empty  by  siphonage,  and  give 
the  patient  plenty  of  opium,  in  case  of  peritonitis;  (2)  a  catheter 
may  be  passed  through  the  rent  of  the  bladder,  and  the  abdomen 
Avashed  out  with  a  warm  antiseptic ;  (3)  drain  the  bladder  by  perineal 
cystotomy;  and  (4)  abdominal  section.  In  cases  of  intra-peritoneal 
rupture,  the  wound  should  be  stitched  with  Lembert's  suture.  The 
sutures  must  only  go  through  the  peritoneal  and  muscidur  coats. 
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and  one  should  be  inserted  just  beyond  each,  end  of  the  wound. 
Try  if  it  is  Avater-tight  before  closing  the  abdominal  wound.  In 
all  abdominal  sections  the  bladder  must  be  first  emptied  lest  it  be 
cut  by  the  Surgeon,  as  occasionally  happens. 

Clinical  Points. — (1)  The  internal  trigone  is  the  most  sensitive 
and  the  most  vascular  part  of  the  bladder,  and  it  is  always 
smooth,  as  there  is  no  submucous  coat,  the  mucous  membrane 
being  attached  to  the  muscular  coat  directly;  it  is  also  the  lowest 
part  of  the  bladder,  and  as  the  bladder  contracts,  a  calculus,  if 
present,  is  pressed  against  this  very  sensitive  part.  (2)  Bladder 
affections  react  on  the  rectum,  through  the  pelvic  portion  of  the 
sympathetic  and  the  fourth  sacral  nerve.  (3)  When  obstructions 
exist  to  the  outflow  of  lU'iue,  if  the  obstruction  is  not  too  complete 
and  the  patient  not  debilitated,  the  wall  of  the  bladder  hyper- 
trophies, and  the  bundles  of  muscular  fibres  stand  out  like  the 
columntii  carnefe  of  the  heart,  forming  "  fasciculated  bladder ; " 
these  fasciculi  may  become  coated  with  phosphates,  and  lead  the 
Surgeon  to  think  that  the  bladder  contains  a  stone.  (4)  But 
if  the  obstruction  is  too  complete  or  the  patient  debilitated,  the 
Avail  of  the  bladder  dilates  and  thins,  and  may  rupture.  (5)  In 
cases  of  hypertrophy,  the  mucous  membrane  is  sometimes  forced 
through  between  the  bundles  of  muscular  fibres,  forming  sacculi — ■ 
"sacculated  bladder;"  the  walls  of  the  sacculi  contain  no  mus- 
cular fibres.  (6)  The  saccidi  lodge  residual  urine,  which  is  ajit  to 
decompose  and  deposit  phosphates ;  in  this  way  encysted  calculi 
are  formed. 

HuEMATURIA. 

Blood  in  the  Urine  may  be  derived  from  the  Urethra,  Bladder, 
or  Kidney  : — 

1.  From  the  Urethra. — In  this  case  it  may  pass  independently 
of  urine  or  micturition;  it  may  pass  with  the  first  few  drops,  with 
or  without  the  passage  first  of  a  long  clot,  the  size  and  shape  of  the 
urethra.  It  may  also  pass  with  the  last  few  drops  of  urine,  when 
it  conies  from  the  prostate  or  neck  of  bladder;  it  will  be  impossible 
to  distinguish  profuse  prostatic  from  vesical  ha3morrhage  by  mere 
examination  of  the  urine,  as  the  blood  flows  into  the  bladder  from 
the  prostate. 
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2.  From  the  Bladder —The  blood  in  this  case  is  not  diffused 
through  the  urine,  and  often  comes  almost  pure  at  the  end  of 
micturition,  or  just  after  the  urine;  further,  it  is  often  accom- 
panied by  flat  or  irregular  shaped  clots,  and  the  blood  retains  more 
or  less  its  red  colour.  The  reason  of  this  is  evidently  the  higher 
specific  gravity  of  the  blood :  average  specific  gravity  of  the  urine  is 
1020;  of  the  blood  as  a  whole,  1055;  of  the  red  corpuscles  alone, 
1088 — hence,  of  course,  they  sink  to  the  bottom  of  the  bladder. 

3.  From  the  Kidney.  — Tlie  blood  is  intimately  mixed  or 
diffused  through  the  urine,  producing,  when  copious,  a  dark 
porter-like  colour;  when  scanty,  a  uniform  "smoky"  tint;  it  is 
often  accompanied  with  long  narrow  blood  clots  or  "casts"  of  the 
ureters.  The  dark  colour  of  the  blood  is  due  to  the  hemoglobin 
being  changed  to  methsemoglobin,  by  the  action  of  the  acid  in 
the  urine. 

Tests  for  Blood.— (1)  Perhaps  the  best  and  most  delicate  test  is 
tlie  microscope.  (2)  Tincture  of  guaiacum  and  an  ethereal  solution 
of  peroxide  of  liydrogen  ( =  "  ozonised  ether  ")  develops  a  beautiful 
light  blue  colour.  Kote.— Urine  containing  blood  does  not  always 
give  this  reaction;  and  if  iodide  of  potassium  be  present,  a  blue 
colour  will  be  produced,  even  though  no  blood  be  present.  (3)  Htemin 
crystal  test. — Treat  the  blood  with  hydrochloric  acid,  or  else  use 
glacial  acetic  acid  and  common  salt,  when  rhomboidal,  yellowish- 
red  crystals  are  formed.  (4)  Heller's  test.— Heat  the  urine,  and 
then  add  a  solution  of  caustic  potash,  and  heat  again ;  the  clot  first 
formed  is  redissolved,  and  the  solution  thus  obtained  is  dirty  green 
by  transmitted,  but  blood-red,  by  reflected  light. 

Tumours  of  the  Bladder. — Observe  the  differences  between  the 
hajmaturia  caused  by  sarcoma  and  that  due  to  cancer.  In  Sarcoma 
the  htemorrhage  usually  jjreceJes  the  other  symptoms,  such  as  pain 
and  frequency  of  micturition.  As  in  Papilloma,  at  first  it  occurs 
in  attacks,  the  urine  between  times  being  quite  clear;  the  attacks 
gradually  become  more  frequent  and  last  longer,  until  at  last 
the  urine  is  never  quite  free  from  blood.  In  Cancer  the  pain  and 
frequency  of  micturition  usually  precede  the  appearance  of  blood 
in  the  urine.  Tlie  bleeding  from  papilloma  is  more  abundant  than 
from  stone;  there  is  pain  in  stone,  but  very  seldom  in  papilloma. 
If  in  doubt  about  the  presence  of  a  tumour,  and  if  no  tufts  of 
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papilloma  are  found  in  the  urine,  then  perform  perineal  cystotomy, 
and  use  digital  exploration.  If  the  presence  of  a  tumour  is  certain, 
then  open  the  bladder  supra-puhically  and  remove  it,  as  the  j)erineal 
incision  is  too  small,  except  for  a  small,  single  tumour.  If  the 
tumour  be  large,  or  if  they  are  multiple,  they  cannot  be  removed 
by  the  perineal  incision.  If  in  doubt  between  tumours  and  foreign 
bodies,  use  the  endoscope ;  to  do  this  the  urine  must  be  clear,  and 
free  from  pus  or  blood. 

PYURIA. 

Pus  in  the  Urine  may  also  be  derived  from  the  Urethra, 
Bladder,  or  Kidney: — 

1.  From  the  Urethra. — Here  it  is  passed  before  the  urine,  or 
escapes  independently  of  micturition.  If  it  come  with  a  gush, 
it  is  probably  due  to  the  bursting  of  a  prostatic  abscess  into 
the  urethra,  but  the  pus  in  this  case  may  also  flow  back  into 
the  bladder. 

2.  From  the  Bladder. — The  pus  is  equally  diffused  through 
the  urine,  which  is  foul-smelling  and  alkaline;  the  alkali  present 
renders  the  pus  "  ropy,"  and  holds  it  in  suspension.  It  is  usually 
mixed  with  mucus,  and  the  pus  is  always  present. 

3.  From  the  Kidney. — When  first  passed  it  may  be  diffused 
through  the  fluid,  but  it  soon  settles  down  into  a  layer  at  the 
bottom  of  the  glass,  which  is  sharply  marked  off  from  the  super- 
natant fluid;  the  urine  is  acid,  not  decomposed,  and  does  not 
contain  mucus.  In  cases  where  the  cause  is  calculous  pyelitis,  the 
appearance  of  pus  will  be  intermittent — present  at  one  time  but 
absent  the  next, 

Note  the  differences  between  blood  and  pus,  from  the  bladder 
and  kidney  respectively.    Speaking  generally — 

(1)  Blood  from  the  bladder  is  not  diffused  through  the 

urine,  whereas  pus  is. 

(2)  Blood  from  the  kidney  is  diffused  through  the  urine, 
whereas  pus  is  not. 

(3)  Pus  in  alkaline  urine  =  bladder.    Pus  in  acid  urine  = 

kidney. 

(4)  Pus  constantly  present  =  bladder,  Pus  at  times  only  = 

kidney. 
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Tests  for  Pus. — (1)  Liquor  potassaa  makes  it  ropy  and  gelatinous, 
so  that  it  cannot  be  poured  out  drop  by  drop.  (2)  The  microscope 
and  acetic  acid.  The  acid  clears  up  the  pus  cells  and  shows  the 
tri-partite  nucleus.    Acetic  acid  coagulates  mucus. 

Calculi. — The  common  forms  of  stone  are — 

1.  Urates,  probably  with  some  Uric  Acid  as  well — it  is  flat- 
tened and  ovoid,  the  colour  varies  from  dark  brown  to  light  fawn, 
the  surface  is  fairly  smooth  or  slightly  warty,  and  it  is  of  medium 
hardness.  Not  only  is  this  the  most  common  form  of  stone,  but 
it  also  forms  the  commonest  nucleus  for  other  stones,  as  the  oxalic; 
it  usually  comes  from  the  kidney.  In  children  the  nucleus,  or  the 
entire  calculus,  may  consist  of  urate  of  ammonium,  forming  a  grey- 
fawn  or  pipe-clay  coloured  stone. 

2.  Phosphates:  white  and  chalk-like,  very  soft  and  brittle,  and 
egg-shaped.  It  usually  consists  of  phosphate  of  lime  f"  stellar  plios- 
plude  " )  and  triple  phosphate  aviinonio-magnesiun  23hosj)hate  "J, 
and  is  known  as  the  "fusible  calculus."  Pure  triple  phosphate 
is  rare  except  as  a  coating  on  instruments  tied  into  the  bladder, 
or  on  foreign  bodies,  and  round  other  stones  that  have  been  in  the 
bladder  long  enough  to  set  up  cystitis.  The  phosphatic  nucleus  is 
vesical  from  the  first,  and  the  urine  is  alkaline  and  stinking;  it 
may  be  deposited  in  one  of  the  sacculi  of  a  sacculated  bladder,  as 
the  urine  there  tends  to  decompose. 

.3.  Oxalate  of  Lime. — This  forms  a  round,  densely  hard  stone, 
Avith  a  vitreous  fracture,  rough  and  tuberculated  on  the  surface, 
and  very  dark  in  colour  from  the  heematin  of  the  blood,  as  it  is 
apt  to  cause  bleeding.  It  may  come  from  the  kidney  in  the  first 
instance,  or. be  formed  round  a  uric  acid  nucleus;  like  the  uric 
acid,  it  is  found  in  clear  acid  urine.  It  is  known  as  the  "  mulberry 
calculus." 

Chemical  Characters  of  Calculi: — 
1.  Uric  Acid — 

(a)  Exposed  to  the  blow-pipe,  it  gi-ows  black  and  slowly 
burns  away,  leaving  only  a  slight  ash,  which  is 
alkaline  to  test  paper. 

(h)  Add  nitric  acid  and  evaj'jorate  to  dryness,  when  a  red 
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residue  is  left.  Cool,  and  add  ammonia,  when  "\ve 
get  a  magnificent  purple  ( murexide  test ). 

(c)  Dissolve  in  caustic  potash  and  heat.  No  smell  of 
ammonia. 

Urate  of  Ammonia — 

(a)  Like  urates  generally,  is  soluble  in  hot  water,  but 

deposited  on  coolLag. 
(&)  Dissolve  in  caustic  potash  and  heat.     Smell  of 

ammonia. 

(c)  Apply  the  murexide  test  to  demonstrate  the  presence 

of  uric  acid,  or — 
{d)  Add  hydrochloric  acid,  and  you  get  a  precipitate  of 

uric  acid. 

Phosphate  of  Lime — 

(a)  Add  hydrochloric  acid.  Dissolves  without  efferves- 
cence. To  this  solution  add  ammonia,  which  will 
produce  a  white  gelatinous  precipitate.  To  a  part 
of  this — 

{h)  Add  a  drop  of  neutral  ferric  chloride.  A  yellowish- 
white  precipitate  of  ferric  phosphate  is  thrown 
down.    To  another  part — 

(c)  Add   ammonium    oxalate.     White   precipitate  of 

oxalate  of  lime. 
Triple  Phosphate — Ammonio-magnesian  phosphate — 

(a)  Heat  in  blow-pipe.  Chars  and  gives  off  a  smell  of 
ammonia,  and  finally  fuses. 

(6)  Heat  with  caustic  potash,  when  ammonia  is  set 
free  and  the  magnesia  falls  as  a  white  flocculent 
precipitate. 

(c)  Soluble  in  hydrochloric  acid,  but  is  thrown  down, 
Avhen  this  solution  is  neutralised  with  ammonia,  as 
a  crystalline  precipitate. 

The  "Fusible  Calculus"— mixt\u-e  of  phosi^hate  of  lime 

and  "  triple  phosphate" — 
(a)  In  the  blow -pipe,  fuses  very  easily  without  being 

consumed ;  at  the  same  time  ammonia  and  Avater 

are  driven  off. 
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(b)  Dissolve  in  hydrocliloric  acid,  and  add  ammonia  in 
slight  excess.  White  precipitate  of  the  mixed 
phosphates  thrown  down. 

6.  Oxalate  of  Lime — 

(a)  Dissolve  in  hydrochloric  or  nitric  acid,  and  add 
.  ammonia.    White  precipitate,  insoluhle  in  acetic 
acid. 

(h)  It  is  insoluhle  in  acetic  acid. 

(c)  Ignite  a  portion.  Carhonic  oxide  is  given  off,  and  car- 

bonate of  lime  left  hehind.  To  this  add  hydrocMoric 
acid,  whicli  will  produce  copious  effervescence. 

(d)  Dissolve  in  hydrochloric  acid,  neutralise  with  am- 

monia, and  add  ammonium  oxalate.  White  pre- 
cipitate of  calcium  oxalate. 

Coccygeal  Body. — This  is  a  body  about  the  size  of  a  small 
pea,  in  close  connection  with  the  terminal  twigs  of  the  middle 
sacral  artery.  Lusciik.v  named  it  the  coccygeal  gland;  hut 
Arnold  has  shoM-n  that  it  is  not  a  gland,  but  that  it  simply 
consists  of  the  dilated  and  tortuous  twigs  of  the  middle  sacral 
artery.  Tlie  muscular  coat  of  the  artery  is  much  thickened,  and 
there  are  also  layers  of  peculiar  cells.  The  body  is  invested  by 
connective  tissue,  in  which  nerve  cells  are  embedded.  Branches 
of  tlie  ganglion  impar  of  the  sympathetic  pass  to  the  coccygeal 
body.  A  body  of  similar  structure,  called  the  inter-carotic  body, 
is  situated  in  the  angle  of  the  bifurcation  of  the  common  carotid 
artery  in  the  neck.  Luschka  termed  this  body  the  ganglion 
caroticum. 

It  has  been  thought  that  many  of  tlie  congenital  sacro- 
coccygeal tumours  may  originate  in  this  body.  Tliese  tumours 
are  fibro-cj'^stic  in  nature,  and  are  often  attached  to  the  bone  or  to 
the  pelvic  viscera;  they  have  no  relation  to  spina  bifida,  as  they 
originate  between  the  coccyx,  or  sacrum,  and  the  rectum,  and 
below  the  levator  ani.  On  account  of  their  deep  connections  they 
are  very  difficidt  to  remove,  and  should  not  be  interfered  with 
raslily.  Tliey  consist  of  closed  round  vesicles,  simple,  branched, 
or  varicose,  lined  by  round  or  polygonal  cells,  resting  on  a  base- 
ment membrane;  in  the  fu3tus  the  cells  are  columnar  and  ciliated. 
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The  matrix  consists  of  inucli  delicate  connective  tissne,  throngh 
wliich  many  tliin-walled,  cavernons-like  vessels  run.  Occasionally, 
the  remains  of  a  belated  fostus  may  be  found  in  it.  The  cysts 
vary  in  size  from  a  jiea  to  a  chestnut,  and  contain  a  glairy  trans- 
parent fluid,  like  ropy  mucus.  These  tumours  are  also  known  as 
"  thyroid  -  dermoids,"  or  congenital  adenomata.  They  probably 
arise  in  connection  with  the  post-anal  gut  and  neurenteric  passage 
(Sutton). 

It  is  possible  that  some  of  the  congenital  cysts  in  the  neck 

may  be  due  to  a  cystic  degeneration  of  the  inter-carotic  body; 
to  such  LuscHKA  gave  the  name  of  hygroma  colli.  Others  have 
supposed  that  many  of  the  branchial  cysts  develop  from  this 
body,  while  others  again  believe  that  the  congenital  fibro-cystic 
tumour  of  the  neck  may  have  a  similar  origin.  It  is  more  likely, 
however,  that  this  latter  condition  may  rather  result  from  an 
intra  -  uterine  transformation  of  a  subcutaneous  nrevus.  This 
growth  must  be  distinguished  from  tlie  true  hydrorcle  colli,  which 
is  beneath  the  deep  fascia,  and  often  passes  from  the  neck  into 
the  thorax  or  axilla. 
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CHAPTER  XLIV. 
THE  P  E  L  V  I  S  —  (Gontmued ). 
THE  RECTUM. 

The  rectum  extends  from  the  left  sacro -iliac  synclioudrosis,  ob- 
liquely downwards  and  to  the  right,  to  the  middle  of  the  sacrum, 
and  then  curves  forwards  and  inwards  in  front  of  the  sacrum  and 
coccyx.  From  the  tip  of  the  coccyx  it  continues  its  course  down- 
wards and  forwards  for  about  an  inch  and  a  half  to  the  prostate 
in  the  male,  and  back  of  the  cersax,  vagina,  and  perineal  body  in 
the  female.  Opposite  the  prostate  it  makes  another  turn,  passing 
downwards  and  slightly  backwards  to  the  orifice  of  the  anus;  the 
amis  is  situated  about  an  inch  and  a  half  in  front  of  the  tip  of  the 
coccyx. 

It  will  be  observed,  therefore,  that  although  it  is  called  the 
"  rectum,"  it  is  anytliing  but  strau/ht  in  the  human  subject, 
although  it  is  so  in  the  lower  animals.  It  should  be  further 
noted  that  the  rectum  does  not  pass  do-waiwards  and  backwards 
from  the  ti^)  of  the  coccyx  to  the  anus,  but  from  the  hach  of  the 
j)rostate — an  inch  and  a  half  from  the  tip  of  the  coccyx.* 

The  rectum  is  divided  into  three  parts — the  first  part  extends 
from  its  commencement  to  the  second  or  third  sacral  vertebra; 
the  second  part,  from  the  second  or  third  sacral  vertebra  to  the 
tip  of  the  coccyx;  the  third  part,  from  the  tip  of  the  coccyx  to  the 
anal  orifice — this  part  being  about  an  inch  and  a  lialf  in  length. 
The  length  of  the  entire  rectum  is  about  eight  inches. 


*  As  the  anus  is  about  an  inch  and  a  half  in  f  ront  of  the  t  ip  of  the  cocc5'x, 
it  is  evident  that  the  usual  description  is,  to  say  the  least,  misleading. 
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Relations —The  first  part  is  surroimded  by  peritoneum,  whioli 
also  binds  it  to  the  front  of  the  sacrum  as  far  down  as  the  second 
or  third  sacral  vertebra — this  fold  being  known  as  the  meso-redum; 
in  front  of  this  part  is  the  recto-vesical  pouch  of  peritoneum  and 
a  part  of  the  bladder  in  the  male,  but  in  the  female  the  pouch  of 
Douglas,  the  uterus,  and  the  upper  part  of  the  posterior  wall  of 
the  vagina.  The  second  part  is  only  partially  surrounded  by  the 
peritoneum,  the  front  and  upper  part  of  its  sides  alone  being  in 
relation  to  it;  at  its  lower  part  the  peritoneum  is  reflected,  in  the 
male,  on  to  the  back  of  the  bladder,  but  in  the  female  on  to  the 
posterior  wall  of  the  vagina.  On  the  anterior  surface  of  the  rectum 
the  peritoneum  is  about  three  and  a  half  or  four  inches  from  the 
anusj  on  the  posterior  surface  it  is  fully  an  inch  higher  up.  In 
the  male,  the  base  of  the  bladder  ( trigone )  lies  immediately  over 
this  part,  and  between  the  two  are  the  vesicula;  seminales  and  the 
vasa  deferentiaj  but  in  the  female  the  posterior  vaginal  wall  is  in 
relation  to  it.  This  part  is  attached  by  loose  areolar  tissue  to  the 
front  of  the  sacrum  and  coccyx,  and  is  also  in  relation  to  the 
visceral  layer  of  the  pelvic  fascia.  The  third  part  has  no  relation 
to  tlie  peritoneum,  but  is  in  close  relation  to  the  pelvic  fascia  and 
the  levator es  ani  muscles,  which  support  this  part  of  the  rectum ; 
the  rectal  layer  of  the  pelvic  fascia  joins  the  rectmn  about  four 
inches  from  its  lower  end,  and  at  the  same  time  ensheaths  the 
levatores  ani;  farther,  the  recto-vesical  layer  of  the  pelvic  fascia 
(or  the  recto -vaginal  layer  in  the  female),  is  also  in  relation  to 
the  rectum.  The  prostate  gland  in  the  male  is  close  to  the  com- 
mencement of  this  part,  while  in  the  female  the  perineal  body 
is  in  relation  to  its  anterior  surface  throughout  its  whole  extent, 
because  at  this  point  the  rectum  and  the  vagina  diverge.  The  anal 
part  of  the  rectum,  or  the  part  in  the  region  of  the  sphincters,  may 
be  said  to  begin  at  the  back  of  the  prostate  and  pass  downwards 
and  sjightly  backwards  to  tlie  external  orifice;  this  part  is  invested 
by  tKe  internal  sphincter,  the  levatores  ani,  and  the  external 
sphincter.  This  last  part  of  the  rectum  is  of  great  Surgical  import- 
ance (see  vol.  ii.,  page  482). 

The  Arteries  of  the  Rectum  are  five  in  number — (1)  The 
superior  htemorrhoidal,  the  continuation  of  the  inferior  mesenteric 
into  the  pelvis;  it  soon  divides  into  two  branches,  wluch  pass  down. 
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one  ou  each  side  of  the  rectum.  (2)  The  two  middle  hiumorrhoidal 
arteries,  from  the  anterior  division  of  the  internal  iliac,  or  from 
the  inferior  vesical.  (3)  The  two  inferior  hemorrhoidal, 'from  the 
internal  pudic.  At  the  upper  part  of  the  rectum  the  arterial 
branches  pass  transversely  round  the  gut,  outside  or  between  the 
muscidar  coats,  but  at  the  lower  part  they  pierce  the  muscular 
coat  and  pass  downwards  longitudmally  in  the  sub-mucous  cellular 
tissue.  This  fact  is  of  importance  in  Whitehead's  operation 
for  piles.  ^  At  the  external  orifice  both  arteries  and  veins  form 
anastomosing  loops. 

The  Veins  of  the  Lower  End  of  the  Rectum,  in  common  with 
those  of  the  prostate,  bladder,  and  uterus,  form  a  dense  plexus  just 
under  the  mucous  membrane;  this  plexus  is  peculiar,  as  it  forms 
the  connecting  link  between  the  systemic  and  the  portal  system 
of  veins— part  of  the  blood  reaching  the  inferior  vena  cava  and 
part  the  portal  vein.  It  will  be  seen,  therefore,  that  there  must 
be  a  considerable  pressure  on  the  feebly-supported  haimorrhoidal 
plexus  of  veuis,  as  tlie  portal  vein  and  its  radicles  have  no  valves ; 
this  fact  is  looked  upon  as  a  predisposing  cause  of  hfemorrhoids, 
or  i^iles. 

.  Lymphatics  of  the  Rectum.  —  Those  from  the  integument 
surrounding  the  orifice  of  the  anus  pass  to  the  horizontal  set  of' 
inguinal  glands ;  this  set  will,  therefore,  be  enlarged  in  squamous- 
celled  epithelioma  aft'ecting  the  verge  of  the  anus.  The  vessels 
of  the  gut  itself,  above  this  point,  pass  first  to  the  pelvic  glands 
around  the  internal  iliac  artery,  and  thence  to  the  lumbar  glands. 
The  Nerves  of  the  rectum  are  derived  from  the  hypogastric  plexuses 
of  the  sympathetic,  in  common  with  the  other  pelvic  viscera. 

Hasmorrhoids. — These  consist  of  a  varicose  dilatation  of  the 
inferior  hpemorrhoidal  veins,  with  thrombosis,  and  subsequent 
inflammation.  At  first  it  is  a  mere  dilatation,  but  by-and-by  the 
blood  clots,  and  the  connective  tissue  around  hypertrophies. 

1.  External  Piles  are  a  dilatation  of.  the  subcutaneous  veins 
around  the  anal  orifice;  their  walls  are  tliickeucd,  and  the  connec- 
tive tissue  around  is  also  thickened.  There  are  various  subdivisions 
• — (a)  The  anal  tab,  a  solid,  flaccid  fold  of  skin;  {h)  external  piles 
proper,  a  soft,  blue,  compressible  swelling,  covered  by  skin — this  is 
a  dilated  vein;  and  (c)  the  same  structure  inflamed  and  oedematous. 
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2.  Internal  Piles. — It  should  be  remembered  that  piles  are 
jjurely  anal  growths,  being  usually  situated  just  opposite  the 
sphincter.  Internal  piles  are  also  dilated  veins,  but  very  often 
arteries  and  capillaries  are  developed  in  them,  as  a  secondary 
result  to  fibrous  change.  They  have  been,  divided  into  two  chief 
groups — (fl)  The  longitudinal  ov  fleshy  pile. — It  is  "  blind"  usually, 
i.e.,  non-bleeding,  sessile,  and  of  a  dusky  brown  tint,  (h)  The 
glohular  pile. — This  very  often  forms  the  bleeding  pile,  because 
it  is  much  more  vascular,  and  may  be  blue  or  red,  according  to 
the  relative  proportion  of  capillaries  and  veins,  and  may  be  pedun- 
culated. "When  ulcerated  it  forms  a  deejD  red  sessile  projection, 
like  a  strawberry,  covered  with  granulation  tissue,  from  which  the 
blood  comes.  There  is  no  arterial  pile  proper,  though  fibrous 
tissue  nodides,  with  arteries  passing  into  them,  are  frequently 
enough  developed  as  a  secondary  restdt.  The  blood  is  often 
arterial,  as  the  arteries  and  capillaries  may  give  way,  from  the 
great  back  pressure.  The  blood  may  come  from  the  bursting  of 
a  small  vein,  or  from  the  gi'anulations  covering  the  "granular"  or 
"strawberry  pUe."  Some  persons  have  "fits  of  the  piles;"  by 
this  is  meant  that  the  piles  are  inflamed,  as  from  cold  and  Avet, 
and  protrude  through  the  sphincter.  Others,  again,  tend  chiefly 
to  bleed,  and  thus  escape  attacks  of  inflammation. 

To  Treat. — Fo  operation  of  any  kind  is  to  be  undertaken  for 
the  cure  of  internal  or  external  piles,  when  the  piles  in  question 
are  inflamed.  Always  treat  them,  in  the  first  instance,  as  a 
physician.  The  patient  should  keep  his  bowels  comfortably  easy, 
■\vith  senna,  sulphur,  or  castor  oil,  or  glycerine  enemata.  A 
favourite  preparation  is  a  mixture  of  confection  of  pepper  and 
liquorice  powder.  He  should  also  wash  the  parts  with  cold  water 
after  every  motion,  and  night  and  morning  as  well.  An  ointment, 
say,  of  hamamelis,  should  also  be  used  to  smear  the  parts  to 
prevent  irritation,  and  at  the  same  time  to  "exert  an  astrmgent 
cft'ect. 

External  Piles  are  usually  simply  snipped  off  with  the  scissors; 
if  the  raw  surface  is  large,  a  stitch  may  be  iutroduced.  Tliere 
is  no  danger  of  hemorrhage,  as  the  inflammation  around  has 
condensed  the  tissue,  and  tlie  veins  are  thrombosed  and  blocked 
off  from  the  circulation.    Internal  piles  are  rarely  so  occluded, 
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and,  therefore,  they  could  not  be  simply  snipped  off  with  safety, 
as  the  risk  of  hajmorrhage  is  great — just  as  in  a  burst  varicose  vein 
of  the  leg. 

Internal  Piles  must  always  be  treated  by  constitutional  manage- 
ment first.  If  this  fails,  then  (1)  the  clamp  and  cautery  may  be 
used,  or  (2)  they  may  be  crushed,  or  (3)  they  may  be  ligatured— 
well  adapted  for  cases  of  solitary  prominent  piles.  (4)  The  piles, 
with  the  mucous  membrane  from  which  they  spring,  may  be 
removed,  after  the  manner  introduced  by  Whitehead.  There  is 
less  pain  after  the  clamp  and  cautery  than  after  ligature;  there  is 
also  less  tendency  to  reflex  retention  of  urine.  Further,  there  is  no 
large  mass  left  to  slough  off.  The  risks  of  hajmorrhage,  septictemia, 
and  py.'emia  are  about  equal  in  both  cases.  It  is  said  tliat  in 
ligature,  a  vein  may  be  punctured,  and  lead  to  hremorrhage.  and 
septic  absorption.  In  ligaturing,  many  Surgeons  cut  through 
the  miicous  membrane  over  the  lower  half  of  the  pile.  In  this 
way  tlie  ligature  cannot  sUp,  the  mass  tied  is  smaller,  and  con- 
sequently the  slough  separates  sooner.  The  mucous  membrane 
of  the  upper  half  of  the  circumference  is  not  cut,  as  the  arteries 
enter  at  that  point.  The  crushing  operation  is  rarely  performed. 
In  making  the  first  visit  to  the  patient  after  the  operation,  take 
a  catheter  with  you,  and  inquire  if  he  has  passed  water  since  the 
operation.    If  not,  draw  it  off'. 

Whitehead's  Operation.  —  This  method  may  be  used  where 
the  piles  are  very  diffuse,  ill -defined,  and  all  round  the  gut. 
The  patient  is  an.esthetised  and  placed  in  the  lithotomy  position, 
and  the  sphincters  are  paralysed  by  stretching ;  and  then,  by  the 
use  of  scissors  and  forceps,  an  incision  is  made  through  the  mucous 
membrane,  just  Avithin  the  verge  of  the  anus  (Fig.  226),  the  mem- 
brane separated  all  round  for  a  little  way  up,  till  healthy  membrane 
is  reached  above  the  piles,  and  then  this  cuff  of  mucous  membrane 
is  split  at  one  side  and  excised,  and  the  gut  above  brought  down 
and  stitched  to  the  mucous  membrane  left  at  the  verge  of  the 
anus  (Fig.  227).  The  gut  must  not  be  cut  off'  transversely  all  at 
once,  but  simply  snip  by  snip,  securing  the  vessels  and  introducing 
the  sutures  as  you  proceed.  The  sutures  are  of  carbolised  silk, 
or  of  horse-hair;  the  wound  is  dressed  with'  iodoform,  and  a  dose 
of  castor  oil  is  given  on  the  morning  of  the  fourth  day — probably 
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the  most  disagreeable  part  of  the  operation.  The  objection  to 
this  operation  is  the  absence  of  drainage,  as  the  wound  is  entirely 
covered  over,  and  it  is  a  septic  region,  so  that  the  chances  of 
septictBmia  are  probably  greater  than  in  other  operations.  In  case 
adhesions  form  later,  it  is  better  to  pass  a  bougie  a  week  or  so 
after  the  operation. 


Treatment  by  Injection.— By  this  method,  it  is  said,  the  pain 
and  confinement  attendant  upon  the  other  methods  of  treatment 
are  obviated.  Various  fluids  may  be  used,  though  carbolic  acid 
is  probably  the  best,  the  usual  strength  being  1  in  10,  though 
stronger  solutions  may  be  used.  For  the  1  in  10  solution,  tafce 
of  carbolic  acid  twelve  grains,  and  glycerine  and  water  of  each  one 
drachm.  The  patient  is  made  to  strain  the  piles  down,  and  is  then 
placed  on  a  couch  in  the  knee-elbow. position;  after  this,  by  means 


Fig.  226. 
Whitehead's  Operation-First  Stage. 
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Fig.  227. 
Whitehead's  Operation— Second  Stage. 
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of  a  hypodermic  syringe,  an  injection  is  slowly  made  into  the  centre 
of  each  pile,  of  from  two  to  five  minims.  After  the  injections  the 
piles  are  returned,  and  must  be  at  once  returned  should  they  come 
down  afterwards. 

The  advantages  of  this  method  are  said  to  he  that  the  patient 
is  not  laid  up,  suffers  practically  no  pain,  and  runs  no  risk  to  life 
from  haemorrhage,  tetanus,  erysipelas,  or  pyaemia. 

Region  of  the  Sphincters  of  the  Rectum.*— The  External 
Sphincter  is  a  thin  layer  of  fibres  immediately  beneath  the  skin 
and  surrounding  the  anus.  It  is  elliptical  in  form,  and  half-an- 
inch  in  breadth  on  each  side,  and  is  attached  behind  to  the 
coccyx,  and  in  front  blends  with  the  other  muscles  at  the  central 
point  of  the  perineum.  The  Internal  Sphincter  is  a  muscular 
belt  surrounding  the  lower  part  of  the  rectum,  an  inch  above  the 
anus ;  it  is  half-an-inch  in  depth  and  two  lines  thick,  and  is  simply 
a  thickened  part  of  the  circular  muscular  fibres  of  the  rectum. 
About  a  couple  of  inches  or  so  above  this  point  there  is  a  circular 
fold  of  mucous  membrane  containing  muscular  fibres,  which  is 
sometimes  called  the  spliincter  tertius. 

The  diseased  conditions  met  with  in  the  neighbourhood  of 
the  external  and  internal  sphincters  and  levatores  aui,  and  kept 
up  and  aggravated  by  their  action,  are  numerous  and  important. 
Among  these  we  may  specially  mention — (1)  Fistula  in  ano, 
which  is  chiefly  prevented  from  healing  by  the  unrest  produced 
by  the  sphincters.  (2)  Anal  Ulcer  or  Fissure — the  nearer  this 
condition  approaches  the  sphincters  the  greater  the  pain,  and 
the  less  tendency  it  shows  to  heal.  (3)  Piles,  which  are  purely 
anal  growths,  being  situated  in  the  region  of  the  sphincters.  It 
should  be  noted  that  the  "  region  of  the  sphincters  "  is  not  a  mere 
circle,  but  is  a  canal  of  some  depth,  from  half-an-inch  to  an  inch 
in  length.  The  external  sphincter  is  supplied  by  the  fourth  sacral 
nerve  principally.  This  same  nerve,  it  will  be  remembered,  also 
supplies  the  skin  between  the  coccyx  and  the  anus,  the  levator  ani, 
and  the  neck  of  the  bladder.  The  communications  explain  very 
clearly  the  effect  of  anal  affections  on  the  bladder,  e.g.,  retention 
of  urine  after  ligature  of  piles;  it  also  explains  the  symptoms  of 
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Fissure  of  the  Anus.  In  this  condition  the  anus  is  very  much 
contracted,  from  spasm  of  the  sphincter;  towards  posterior  part, 
where  the  fissure  is  usually  placed  and  where  it  gives  rise  to  most 
trouble,  is  often  seen  a  single  pile,  and  at  the  base  of  this,  as  a 
rule,  we  find  the  fissure.  The  fissure  runs  longitudinally,  and  very 
often  a  little  ulcer  is  found  at  its  upper  end;  the  floor  of  the  fissure 
is  formed  by  the  sphincter,  and  a  twig  of  the  fourth  sacral  nerve 
is  believed  to  be  exposed  and  irritated,  causing  the  intense  pain. 
The  pain  is  two-fold — (1)  That  caused  directly  by  the  passage  of 
fa?ces  over  the  raw  surface  of  the  fissure;  and  (2)  the  reflex  pain 
lasting  some  liours  after  defecation,  because,  as  the  anus  closes,  the 
fissure  is  squeezed,  the  nerve  irritated,  and  causes  sudden  action 
of  the  levators.  This  action  and  reaction  goes  on  for  hours,  like 
the  swinging  of  a  pendulum,  until  the  sphincter  gradually  calms 
down.  To  the  finger  the  fissure  feels  soft  and  velvety,  and  shaped 
like  the  button-hole  of  a  shirt. 

TPeatment.— Local  applications  are  of  little  use,  but  the  most 
useful  is  an  ointment  of  one  part  or  more  of  the  subacetate  of 
copper  to  four  parts  of  zinc  ointment,  to  be  used  as  a  suppository 
at  night  after  the  bowels  have  acted.  Operative. — (1)  Give  the 
patient  chloroform  deei^hj,  and,  with  the  two  thumbs,  forcibly 
over-stretch  the  anal  aperture.  (2)  Another  plan  is  to  paint  the 
surface  of  the  ulcer  with  cocaine,  then  inject  a  few  drops  of  the 
same  solution  just  under  its  base,  and  introduce  the  index  finger 
into  the  rectum  with  a  straight  probe-pointed  knife,  cutting  to  the 
point  (see  Fig.  121,  page  36),  and  draw  the  edge  of  the  knife 
along  the  fissure,  so  as  to  divide  its  base  for  one-eighth  of  an  inch 
in  depth.  If  the  Surgeon  chooses  he  may  also  forcibly  stretch  the 
anus  at  the  same  time.  The  plan  of  transfixing  the  base  of  the 
ulcer  with  a  slim-p-jiointed  curved  bistoury,  with  the  finger  in 
the  rectum  to  protect  its  walls  from  the  point  of  the  knife,  must 
be  avoided,  as  the  finger  might  be  pricked  and  the  Surgeon  in- 
oculated with  syphilis,  to  say  nothing  of  other  poisons  in  this 
neighbourhood. 

Prolapsus  Recti.-— This  condition  is  most  common  in  children, 
from  the  fact  that  the  mucous  coat  is  much  looser  than  in  tlie 
adult;  the  rectum  is  nearly  straight,  more  vertically  placed,  and 
partly  an  abdominal  organ  in  the  child ;  and  lastly,  worms'  and 
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polypi  are  more  common  in  childhood.  In  the  child,  too,  a  narrow 
meatus,  phimosis,  adhesions  hetween  the  prepuce  and  the  glans, 
and  stone  in  the  bladder,  are  also  common  causes  of  prolapse;  as  a 
rule  the  mucous  membrane  alone  is  prolapsed,  forming  a  red  limpet- 
shell-shaped  mass  with  an  opening  at  the  apex.  Sometimes,  in  the 
child,  the  whole  thickness  of  the  gut  may  be  prolapsed,  when  a 
cylindrical,  sausage-shaped  florid  mass  is  formed ;  the  part  prolapsed 
is  the  part  just  ahooe,  the  region  of  the  sphincters,  the  very  lower 
end  being  too  firmly  fixed  to  allow  of  prolapse.  It  is  more  apt  to 
happen  in  the  child,  because  the  gut  is  straighter  aud  its  attach- 
ments looser  than  in  the  adult.  The  projecting  mass  may  be 
stragulated  by  the  sphincter,  and  become  gangrenous. 

Stricture  of  the  Rectum. — This  may  be  (1)  Simple,  or  it  may 
be  (2)'  Malignant. 

Simple,  —  May  be  caused  by  syphilitic,  dysenteric,  or  other 
ulceration  of  the  rectum,  or  after  operations  on  the  lower  end 
of  the  gut.  Simple  fibrous  is  usually  about  the  junction  of  the 
rectum  with  the  sigmoid  flexure.  In  syphilitic  cases,  the  finger 
usually  easily  reaches  the  stricture.  In  tubercular  ulceration, 
distinct  induration  is  rare. 

Malignant.  —  Usually  squamous  -  celled  epithelioma,  when  it 
occurs  at  the  verge  of  the  anus,  but  columnar-celled  when  higher 
up.  Observe,  that  if  there  be  a  healthy  piece  of  bowel  between 
the  stricture  and  the  anus,  the  stricture  or  ulceration  is  probably 
cancerous;  but  if  the  bowel  between  the  anus  and  the  stricture 
is  not  healthy,  but  scarred  or  seamed,  the  stricture  or  rdceration 
is  probably  syphilitic.  Mr  Bryant  has  pointed  out,  that  when 
the  stricture  is  quite  low  doAvn,  and  easily  within  reach  of  the 
finger,  the  anus  is  often  patulous;  but  when  the  stricture  is  high 
up,  beyond  the  reach  of  the  finger,  the  rectal  wall  is  expanded 
or  "ballooned."  This,  he  states,  is  present  in  all  cases  of  chronic 
stricture.  It  is  probably  due  to  atrophy  of  the  walls  of  the  gut 
from  disuse,  and  the  retention  of  flatus. 

Symptoms  of  Stricture. — (1)  Constipation,  alternating  with 
diarrhoea,  persisting  over  a  long  period,  in  an  elderly  person,  is 
always  ominous.  (2)  Burning  pain  and  tenesmus,  due  to  attempts 
to  get  rid  of  the  foreign  mass  in  the  rectum.    There  are  also 


Surgical,  Medical,  and  Operative.  485 


colic-like  pains  in  the  abdomen.  (3)  Elood  and  miicus  in  the  stools. 
(4)  Patulous  anus,  or  "  ballooned  "  rectum.  (5)  TajDe-like  motions. 
(6)  Pain  down  the  thigh,  probably  from  the  fact  that  the  malignant 
mass  has  involved  the  branches  of  the  sacral  plexus.  (7)  Detection 
of  the  stricture  by  digital  examination. 

To  Treat  malignant  stricture  we  may  either  perform  colotomy 
or  excise  the  rectum.  Colotomy  may  also  be  necessary  in  some 
forms  of  non-malignant  stricture. 

The  Finger  in  the  Rectum  may  feel  the  following— (1)  The 
temperature  of  the  part,  as  indicating  the  existence  or  otherwise 
of  inflammation  of  the  rectum  itself,  or  the  parts  near,  such  as  the 
prostate.  (2)  The  trigone  of  the  bladder  separated  from  the  finger 
by  the  wall  of  the  rectum,  with  the  rectal  and  recto-vesical  layers 
of  pelvic  fascia,  with  a  packing  of  cellular  tissue  between.  (8)  The 
vesiculse  seminales  and  vasa  deferentia,  especially  if  enlarged,  as 
in  tubercular  disease.  (4)  The  prostate  gland,  about  an  inch  and 
a  half  within  the  anus.  (6)  The  membranous  part  of  the  urethra 
passing  from  the  apex  of  the  prostate.  (6)  The  triangular  ligament 
proper,  as  a  tight  band  stretching  between  the  rami  of  the  pubes 
and  ischium.  (7)  State  of  the  sphincters  and  anal  reflexes,  the 
contraction  of  the  anus  on  the  finger  is  slower  and  feebler  than 
in  health,  in  crushes  of  the  spinal  cord.  (8)  Diagnosis  between 
prostatitis  and  inflammation  of  the  neck  of  the  bladder;  if  of 
the  prostate,  there  will  be  swelling,  tenderness,  and  heat  felt  per 
rectum. 

Other  things  that  may  be  felt  are  —  fissure  or  ulcer  of  the 
anus,  the  internal  opening  of  a  fistula,  a  catheter  in  the  mem- 
branous urethra,  folds  of  Houston,  fsecal  accumulations,  stricture, 
piles  (in  the  anal  region),  polypi  (higher  up);  in  the  child  we 
may  feel  the  sound  in  the  bladder,  or  a  stone  by  the  bimanual 
method;  and  lastly,  ovarian,  uterine,  and  pelvic  tumours.  In 
relation  to  the  prostate  gland,  it  is  important  to  note  whether  it 
is  hypertrophied;  also  note  the  nodular  feel,  with  soft  spots  here 
and  there,  characteristic  of  tubercular  disease,  and  the  large  size  and 
pulpy  feel  of  encephaloid  cancer  sometimes  met  with  in  young 
boys.  In  regard  to  the  vesiculre  seminales  and  vasa  deferentia, 
the  chief  point  to  note  is  the  existence  or  not  of  tubercular 
disease.    It  is  also  possible  to  feel  the  obturator  foramen,  and 
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of  importance,  therefore,  in  the  obturator  form  of  hernia.  The 
sacrum,  coccyx,  spines,  and  tuberosities  of  the  ischium. 

Excision  of  ttie  Rectum. — This  operation  may  be  performed  for 
malignant  disease,  provided  the  patient  is  not  too  old  or  exhausted, 
if  the  finger  can  be  passed  beyond  the  disease,  and  if  the  diseased 
mass  is  freely  movable,  showing  that  it  has  not  infiltrated  neigh- 
bouring parts,  especially  towards  the  base  of  the  bladder ;  it  should 
be  remembered,  however,  that  the  prostate  itself  is  mobile,  and 
thus  is  apt  to  deceive  the  Surgeon.  Probably  the  best  way  would 
be,  first  to  pass  a  bougie  into  the  urethr-a,  and  then  note  if  the 
finger  in  the  rectum  moved  the  handle  of  the  bougie  while  trying 
to  move  the  rectum  from  side  to  side.  The  patient  must  get  a 
purgative  the  day  before  the  operation,  and  the  bowel  must  be 
thoroughly  emptied  by  an  enema  on  the  morning  of  the  operation. 
Tlie  patient  is  placed  in  the  ordinary  lithotomy  position,  the  anus 
dilated,  and  a  sharp-pointed  bistoury  is  passed  into  the  rectum, 
the  point  being  brought  out  at  the  tip  of  the  coccyx,  and  the 
parts  between  the  anus  and  the  coccyx  divided  by  a  single  cut 
exactly  in  the  middle  line.  If  necessary  the  coccyx  may  be 
excised  to  give  more  room.  During  the  operation  all  bleeding 
vessels  must  be  seized  at  once  by  Wells's  forceps.  Ligatiu'es  are 
then  passed  into  the  two  sides  of  the  wound  whereby  the  edges 
may  be  held  apart  during  the  subsequent  steps.  An  iacision  is 
next  carried  round  the  anus  from  the  margins  of  the  wound,  and 
the  gut  then  separated  from  its  posterior  attachments  by  means 
of  the  finger  and  scissors.  The  sides  are  next  dealt  with,  and 
then  the  gut  is  pulled  backwards  and  carefully  separated  from  its 
anterior  connections,  having  previously  passed  a  sound  into  the 
male  bladder,  and  the  finger  into  the  vagina  if  the  patient  be  a 
female,  to  act  as  guides.  The  gut  itself  must  now  be  divided ; 
this  may  be  done  by  the  ccraseur,  scissors,  or  the  thermo-cautery. 
Two  and  a  haK  or  three  inches  may  be  removed  without  wounding 
the  peritoneum;  and  if  the  bladder  be  full,  the  peritoneal  pouch 
is  less  likely  to  be  drawn  down  than  when  that  viscus  is  empty. 
According  to  Harrison  Cripps  it  is  useless  to  attempt  to  bring 
down  the  mucous  membrane  of  the  divided  gut  to  the  anus,  as 
the  stitches  always  give  way.  The  vessels  are  all  to  be  clamped 
with  AA^BLLs's  forceps,  which  are  then  to  be  left  on  for  forty-eight 
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hours.  The  wound  must  be  washed  with  chloride  of  zinc  solution 
and  sprinkled  with  iodoform  \  it  is  left  to  heal  by  granulation. 
The  causes  of  death  are  chiefly  peritonitis,  pelvic  cellulitis,  and 
htemorrhage.  The  bowels  must  be  kept  quiet  from  ten  to  foui'teen 
days  by  proper  feeding  and  opium. 

The  Pelvic  Fascia. — This  fascia  consists  of  a  ■parietal  part, 
covering  the  walls  of  the  pelvic  cavity,  and  a  visceral  part,  which 
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connects  the  various  pelvic  viscera  with  each  other  and  with  the 
walls  of  the  pelvis ;  the  whole  visceral  layer  is  sometimes  known 
as  the  recto-vesical  fascia.  The  parietal  part  is  attached  to  the 
brim  of  the  true  pelvis  and  the  posterior  surface  of  the  pubic 
bones,  and  passes  down  into  the  pelvis,  covering  the  obturator 
internus  muscle,  and  is  attached  to  the  spine  and  tuberosity  of  the 
the  ischium ;  on  the  posterior  pelvic  wall  it  covers  the  pyriformis 
muscle  and  the  sacral  plexus  of  nerves,  but  is  behind  the  internal 
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iliac  artery,  the  gluteal,  sciatic,  and  pudic  brandies  of  Avhicli  have 
to  pierce  it,  in  order  to  escape  from  the  pelvis;  but  the  obturator 
artery  does  not  pierce  it,  as  it  passes  over  the  upper  border  of  the 
parietal  layer.  The  visceral  part  is  given  off  from  tlie  parietal 
layer,  on  a  line  with  the  spine  of  the  ischium  and  tlie  back  of 
the  pubes,  the  point  where,  the  two  diverge  being  known  as  the 
"  white  line."  The  most  anterior  part  passes  backwards  to  the 
uper  surface  of  the  prostate  gland,  forming  the  "  pubo-prostatic 
ligament,"  and  then  passes  on  to  the  bladder,  as  the  anterior  true 
ligament  of  that  viscus.  The  latter  part  dividesjnto  three  layers; 
the  most  superior  forms  the  lateral  true  ligaments  of  the  bladder, 
the  middle  passes  between  the  base  of  the  bladder  and  the  rectuin 
(the  recto-vesical  layer),  wliile  the  most  inferior— the  rectal  layer 
—passes  under  the  second  and  third  parts  of  the  rectum,  and 
ensheatlis  the  levator  ani.-  Tlie  relation  of  that  part  of  the  parietal 
layer  of  pelvic  fascia  above  the  "white  line"  (the  "undivided" 
pelvic  fascia  of  some)  to  the  visceral  layer,  has  been  compared  to 
that  of  the  wall-paper  and  carpet  of  a  room ;  and  it  is  this  carpet 
Avhich  must  on  no  account  be  cut  in  the  operation  of  lithotomy 
(Fig.  228). 

Pelvic  Peritoneum.— In  the  Male,  it  completely  invests  the 
first  part  of  the  rectum,  also  forming  the  meso-rectum  to  this  part, 
or  the  mesentery  by  which  it  is  connected  to  the  upper  part  of  the 
sacrum ;  it  next  invests  the  sides  and  anterior  aspect  of  tlie  second 
part  of  the  rectum,  leaving  it  about  three  inches  above  the  anus, 
and  passing  on  to  the  lower  and  posterior  surface  of  the  bladder. 
It  then  passes  forwards  upon  the  posterior  surface  of  the  bladder, 
untU  it  reaches  its  summit ;  it  now  leaves  the  bladder  altogether, 
enveloping  the  urachus  and  lining  the  anterior  abdomuial  wall.  At 
the  sides  it  covers  the  bladder  as  far  as  the  level  of  the  obliterated 
hypogastric  arteries. 

In  the  Female,  between  the  rectum  and  the  uterus,  the  peri- 
toneum forms  a  pouch  called  the  "Pouch  of  Douglas."  It  also 
covers  a  small  part  of  the  upper  end  of  the  vagina,  and  the  cervix, 
body,  and  fundus  of  the  uterus,  on  their  posterior  aspect;  at  the 
sides  it  forms  the  broad  ligaments  of  the  uterus.  In  front  it  passes 
doAvn  to  the  level  of  the  internal  os  of  the  uterus,  and  from  that 
point  is  reflected  on  to  the  posterior  surface  of  the  bladder;  the 
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rest  of  its  course  is  as  in  the  male.  The  "  Pouch  of  Douglas  "  is 
subdivided  into  three  by  means  of  the  two  utero-sacral  folds, 
formed  by  folds  of  peritonenm  passing  between  the  rectum  and  the 
\itcrus;  each  fold  contains  the  nreter,  the  obliterated  hypogastric 
artery,  the  superior  vesical  artery,  and  a  mass  of  cellular  tissue. 
The  left  division  of  the  pouch  is  deeper  than  the  right. 

In  the  broad  ligament  we  find — (1)  The  round  ligament  of  the 
uterus;  (2)  the  Fallopian  tubej  and  (3)  the  ovary  with  its  ligament 
— this  order  from  before  backwards;  also  (4)  parovarium;  (5)  the 
nerves,  vessels,  and  lymphatics  of  the  uterus  and  ovary;  and  (6)  a 
considerable  quantity  of  loose  cellular  tissue,  which  is  frequently 
the  seat  of  pelvic  cellulitis. 

Inflammation  of  the  pelvic  peritoneum  in  the  female  is  called 
pelvic  peritonitis  or  perimetritis ;  any  part  of  the  peritoneum 
below  the  brim  of  the  true  pelvis  may  be  affected.  Inflammation 
of  the  cellular  tissue,  below  the  peritoneum  but  above  the  levator 
ani,  is  called  pelvic  cellulitis  or  parametritis ;  the  cellular  tissue 
is  found  in  the  broad  ligaments,  in  the  space  between  the  uterus 
and  the  bladder,  and  in  the  utero-sacral  ligaments,  as  well  as  be- 
tween the  rectum  and  vagina.  Eoth  conditions  are  usually  caused 
by  abortion,  parturition,  or  gonorrhoea ;  it  should  be  remembered 
that  a  direct  communication  exists  from  the  outside  into  the  pelvic 
peritoneum  of  the  female,  along  the  Eallopian  tubes. 

THE  SPERMATIC  CORD. 

This  structure  extends  from  the  internal  abdominal  ring, 
through  the  inguinal  canal,  to  the  back  part  of  the  testicle. 

Its  special  Coverings  are — (1)  The  inter-columnar,  or  external 
spermatic  fascia ;  (2)  the  cremasteric  fascia — consisting  of  fibrous 
tissue  and  muscle ;  and  (3)  the  internal  spermatic,  or  infundibuli- 
forin  fascia,  or  fascia  propria. 

The  component  parts  are— (1)  The  vas  deferens  or  excretory 
duct  of  the  testicle.  (2)  Three  arteries — (a)  The  spermatic,  from 
the  abdominal  aorta ;  (5)  the  cremasteric,  from  the  deep  epigastric ; 
and  (c)  tlic  artery  to  the  vas,  from  the  superior  vesical.  (3)  The 
spermatic  plexus  of  veins  (pampiniform  ple.nis).  This  plexus 
forms  the  chief  mass  of  the  cord,  and  passes  up  in  front  of  the 
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vas;  but  at  the'upper  part  they  collect  into  a  single  trunk,  which 
enters  the  abdomen  through  the  internal  ring,  terminating  on  the 
right  side  in  the  inferior  vena  cava,  but  on  the  left  side  in  the  left 
renal  vein.  (4)  Lymphatics,  which  terminate  in  the  lumbar  glands. 
(5)  Nerves— (a)  The  sympathetic  plexus  (from  the  renal  plexus); 
and  (5)  the  genital  branch  of  the  genito-crural,  which  supplies  the 
cremaster  muscle.  Tliis  fact  explains  the  "cremasteric  reflex," 
best  seen  in  boys— that  is,  on  tickling  the  inner  side  of  the  thigh 
over  the  distribution  of  the  crural  branch  of  the  same  nerve,  the 
testicle  of  that  side  is  observed  to  rise  almost  or  quite  up  to  the 
external  abdominal  ring. 

The  Vas  Deferens  can  always  be  recognised  by  the  hard,  fim, 
whip-cord-like  sensation  it  gives  when  the  cord  is  held  between 
the  finger  and  thumb.  It  commences  at  the  lower  part  of  the  globus 
minor,  and  ascends  along  the  posterior  and  inner  side  of  the  testis 
and  epididymis,  and  then  along  the  posterior  part  of  the  cord ;  at 
the  internal  abdominal  ring  it  lies  to  the  inner  side  of  the  spermatic 
vessels,  then  hooks  round  the  deep  epigastric  artery  and  descends 
upon  the  innm-  side  of  the  external  iliac  vessels  into  the  pelvis.  It 
now  passes  downwards  and  backwards  upon  the  side  of  the  bladder, 
crossing  to  the  outside  of  the  obliterated  hypogastric  artery;  it 
next  passes  to  the  inner  side  of  the  ureter  and  reaches  the  base  of 
the  bladder,  where  it  becomes  dilated  and  sHghtly  sacculated,  and 
lies,  at  the  trigone,  to  the  inner  side  of  the  corresponding  seminal 
vesicle.  At  the  base  of  the  prostate  it  unites  Avith  the  duct  of 
the  seminal  vesicle  to  form  the  common  ejaculatory  duct;  this 
du«t  runs  forwards  and  upwards  in  the  prostate  and  along  the  sides 
of  the  sinus  pocularis,  ending  in  a  slit-like  opening  at  the  margin 
of  the  sinus  in  the  prostatic  uretlira.  Each  vas  is  about  two  feet 
in  length ;  the  walls  are  very  thick  and  dense,  but  the  canal  is 
extremely  small.  In  describing  the  course  of  the  vas,  note  the 
Jive  "innerg."  The  vas  deferens  is  sometimes  ruptured,  as  the 
result  of  a  sudden  strain;  the  patient  feels  as  if  something  had 
given  way,  exjDeriences  a  severe  pain  in  one  or  other  groin,  and 
a  little  while  after  bright  blood  flows  from  the  urethra,  but  mic- 
turition is  performed  normally.  Later,  the  cord  and  testicle  become 
painful,  tender,  and  swollen.  It  is  usually  followed  by  atrophy  of 
the  testicle. 
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Special  Pelvic  Blood-Vessels  in  Female.— Arteries— (1)  The 

uterine  artery,  which  is  a  branch  of  the  anterior  division  of  the 
internal  iliac,  and  is  found  between  the  two  layers  of  the  broad 
ligament.  It  takes  a  very  tortuous  course,  and  its  branches  to  the 
uterine  walls  are  also  spiral  ift  direction,  and  preserve  this  feature 
in  the  substance  of  the  uterus,  and  are  therefore  known  as  the 
"  curling  arteries  of  the  uterus."  ( 2 )  The  vaginal  artery,  also 
from  the  anterior  division  of  the  internal  iliac;  it  is  distributed 
to  the  vagina,  rectum,  and  bladder.  (3)  The  ovarian  artery,  a 
branch  of  the  abdominal  aorta,  resembling  the  spermatic  in  the 
male ;  it  reaches  the  ovary  by  passing  between  the  two  layers  of 
the  broad  ligament,  and,  after  a  very  tortuous  course,  enters  its 
anterior  border.  Veins. — There  is  no  prostatic  plexus  in  the 
female,  hence  the  dorsal  vein  of  the  clitoris  joins  the  vesical 
plexus;  the  vaginal  plexus  empties  into  the  internal  iliac  vein, 
while  the  uterine  plexus  is  drained  chiefly  by  the  ovarian  veins ; 
the  uterine  veins  are  not  tortuous  like  the  arteries.  The  ovarian 
veins  are  analogous  to  the  spermatic  in  the  male,  and  terminate 
in  like  manner — the  right  entering  the  inferior  vena  cava  at  an 
acute  angle,  while  the  left  passes  under  the  sigmoid  fl,exure,  and 
enters  the  left  renal  vein  at  a  right  angle.  In  the  male  this  fact 
is  said  to  explain,  partly,  the  frequent  occurrence  of  varicocele  on 
the  left  side,  as  the  vein  is  apt  to  be  squeezed  by  the  faecal 
accumulation  in  the  sigmoid  flexure ;  now,  in  the  female,  faacal 
accumidation  is  still  more  common,  and  this  perhaps  helps  to 
explain  why  it  is  that  women  so  frequently  complain  of  pain  in 
the  "left  side,"  in  the  region  of  the  ovary — the  pressure  on  the 
vein  leading  to  chronic  venous  congestion  of  the  left  ovary.  From 
the  communications  between  the  pelvic  plexuses  of  veins  and  the 
portal  system  of  veins,  it  is  easy  to  understand  why  congestion  of 
the  liver,  or  any  condition  compressing  the  portal  capillaries,  should 
react  on  the  pelvis,  producing,  as  one  symptom,  monorrhagia. 


CASTRATION. 

This  may  be  required  for  malignant  disease  of  the  testicle, 
as  cystic  sarcoma,  chondro- sarcoma  ("  enchondroma"),  and  the 
different  forms  of  cancerous  disease,  usually  encephaloid ;  also  in 
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"simple"  conditions  that  have  resisted  local  and  constitutional 
treatment,  as  large  hernia  testis,  which  is  a  source  of  annoyance 
and  discomfort  to  the  patient,  some  forms  of  syphilitic  testicle,  in 
tubercular  disease,  to  prevent  systemic  infection,  and  in  some  cases 
of  incompletely  descended  or  misplaced  testicle. 

The  pubes  is  shaved,  having  first  made  sure  of  the  absence 
of  hernia  on  the  side  to  be  operated  upon ;  the  patient  is  placed 
upon  his  back  with  his  legs  and  thighs  hanging  over  the  end  of 
the  table. 

The  instruments  required  are  — Scalpel  or  straight  bistoury, 
blunt  hooks,  sponges,  ligatures,  sillc  ligature  for  cord,  aneurism 
needle,  Wells's  forceps,  drainage  tube,  antiseptic  dressings,  scissors, 
chloroform,  etc.  The  Surgeon  stands  between  the  patient's  legs 
and  grasps  the  posterior  part  of  the  testicle  Avith  his  left  hand  so 
as  to  tighten  the  parts  in  front,  while  his  assistant  looks  after  the 
other  testicle. 

In  ordinary' cases,  the  incision  should  extend  from  the  external 
abdominal  ring  to  the  bottom  of  the  scrotum,  in  order  to  ensure 
free  access ;  if  the  tumour  be  large  and  the  slcin  much  stretched, 
so  as  to  endanger  its  vitality — also  in  cases  where  it  is  involved 
by  the  malignant  growth, — two  elliptical  incisions  should  be  made, 
Avide  of  the  disease,  enclosing  a  part  of  the  skin  of  the  scrotum.  ■ 
The  tunica  vaginalis  should  be  next  opened,  lest  an  old  hiumatocele 
may  have  been  mistaken  for  a  solid  tumour  of  the  testicle,  and 
the  testicle  itself  must  be  examined  before  attacking  the  cord,  lest 
the  original  diagnosis  may  be  at  fault,  and  it  is  too  late  to  remedy 
mistakes  when  the  cord  is  divided.    The  testicle  is  then  grasped 
with  the  left  hand,  while  the  coverings  are  shelled  off  with  the 
right,  and  the  firm  fibrous  mesorchium,  stretching  between  the 
back  of  the  testicle  and  the  scrotum,  divided  by  a  touch  of  the 
scalpel.    The  cord  is  then  isolated  as  high  as  thought  necessary, 
and,  in  the  case  of  malignant  and  tubercular  disease,  it  will  be 
well  to  open  up  the  inguinal  canal  upon  a  director,  in  order  to  go 
if  possible  above  the  furthest  limits  of  the  disease. 

In  dividing  the  cord  we  are  always  warned  to  be  careful  lest 
it  be  pulled  up  into  the  inguinal  canal  before  the  vessels  are  tied, 
and  so  pass  beyond  the  reach  of  easy  ligature ;  -the  cause  of  this 
retraction  is  said^vto  be  the  cremaster  muscle.    This  muscle  arises 
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from  Poupart's  ligament,  and  is  inserted  into  the  spine  of  tlie 
pubes  by  a  small  tendon,  and  it  is  about  as  difficult  to  see  how 
it  can  lift  the  cord  above  its  insertion,  as  it  is  to  imagine  a  maiij^ 
lifting  himself  off  the  ground  by  pulling  upon  the  waistband  of  his  ' 
trousers.  The  cremaster  is  then  divided,  and  the  cord  is  grasped 
by  two  pairs  of  Wells's  forceps,  as  it  is  too  slippery  to  be  held  by 
the  fingers  of  an  assistant,  and  an  aneurism  needle,  with  a  double 
ligature  of  stout  silk,  gradually  passed  through  it ;  the  ligature  is 
then  divided,  and  the  cord  tied  in  two  halves,  or  the  Staffordshire 
knot  may  be  used.  Some  tie  it  en  masse.  A  sharp  needle  is  not  used 
to  transfix  the  cord,  lest  it  puncture  a  vein  and  set  up  phlebitis; 
the  ligature  being  passed  through  the  cord  prevents  any  risk  of 
slipping.  Tie  the  vessels  very  carefully  to  avoid  oozing,  and  by 
carefully  applied  pressure  obliterate  any  cavity  where  the  discharges 
can  collect.  The  veins  should  be  tied  as  well  as  the  arteries.  The 
spermatic  artery  is  found  in  front,  and  the  artery  to  the  vas  behind. 
If  preferred,  the  vessels  can  all  be  secured  separately,  instead  of 
tying  cord  and  all  in  one  or  two  parts. 

The  cord  is  then  divided  half-an-inch  below- the  ligature,  and 
the  testicle  liberated  by  the  fingers,  aided  by  a  touch  of  the  knife. 
All  bleeding  vessels  are  then  secured,  especially  in  the  septum 
scroti,  a  drainage  tube  is  introduced  and  brought  out  at  the  lowes 
part  of  the  wound,  and  the  incision  closed  with  sutures ;  the  tube 
may  be  kept  in  for  forty-eight  hours.  Should  the  operation  be 
performed  for  tubercular  disease  the  vas  must  be  separated  and 
divided  as  far  up  as  possible,  the  operator  bearing  in  mind  the 
existence  of  the  deep  epigastric  artery.  The  possible  existence 
also  of  a  patent  processus  vaginalis  must  be  kept  in  mind,  especially 
in  the  young,  lest  the  injury  set  up  fatal  peritonitis. 

The  dangers  of  the  operation  are — erysipelas,  peritonitis,  simple 
or  septic,  and  septic  thrombosis. 


THE  PENIS. 

The  two  corpora  cavernosa  form  the  chief  bulk  of  the  organ ; 
they  are  placed  side  by  siilo  above,  and  in  the  groove  below  is 
lodged  the  corpus  spongiosum,  which  is  pierced  throughout  its 
whole  extent  by  the  urethra.     Cunningham  facetiously  likens 
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the  relation  of  the  three  parts  to  the  two  barrels  and  ramrod  of  a 
double-barrelled  gun;  only  in  this  case  it  is  not  the  hmrels  that 
are  perforated  but  the  ramrod  (Fig.  229).  The  root  of  the  penis 
is  formed  by  the  bulb  and  the  two  crura.  The  crura  are  formed 
by  the  diverging  corpora  cavernosa,  and  are  attached  to  the  sides 
of  the  .pubic  arch;  the  bulb  is  formed  by  an  expansion  of  the  corpus 
spongiosum,  and  rests  upon  the  anterior  surface  of  the  triangular 
ligament.  Covering  the  bulb  we  find  the  accelerator  urime  muscle, 
while  each  crus  is  covered  by  the  erector  petiis  muscle  of  the  cor- 
responding side.  In  front,  the  corpora  cavernosa  end  in  rounded 
extremities,  which  are  overlapped  by  the  glans  penis — the  expanded 
anterior  end  of  the  corpus  sj^ongiosum. 


Dorsal  VesseLs  and 
Nerve. 

Corpora  Cavernosa. 
Wkin 

Corpus  Spongiosum 
and  Urethra. 

The  prepuce  consists  of  two  layers — an  external  or  cutaneous 
layer,  and  an  internal  or  mucous,  or  more  properly,  muco-cutaneous; 
as  a  matter  of  fact,  the  so-called  "  mucous  "  layer  is  really  cutuneoK.t. 
The  skin  passes  for  a  variable  distance  beyond  the  glans,  and  is 
then  folded  in  upon  itself,  forming  the  prepuce ;  and  the  internal 
layer  is  attached  to  the  sulcus  behind  the  corona  glandis,  where  it 
blends  with  the  mucous  membrane  covering  the  glans.  Below  the 
glans  is  the  frcmum  preputii,  stretching  from  the  lower  angle  of  the 
meatus;  in  the  frtenum  is  a  small  vessel  which,  if  wounded,  may 
give  rise  to  serious  haemorrhage.  Over  the  glans  penis  the  mucous 
membrane  is  quite  adherent  to  the  underlying  tissue,  as  there  is 
no  submucous  tissue.  The  free  margin  of  the  prepuce,  just 
where  the  thin,  red,  and  moist  muco-cutaneous  layer  joins  the 
cutaneous  or  outer  layer,  is  the  narrowest  part  of  the  opening 
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of  the  prepuce,  and  it  is  this  narrow  ring  that  gives  rise  to  the 
trouble  in  phimosis  and  paraphimosis.  It  is  important  to  note 
this  ring  in  reference  to  the  operation  of  circumcision;  the  con- 
traction is  not  of  great  breadth,  being  merely  narrow  and  ring-like; 
hence,  all  that  is  required  is  to  remove  this  ring,  and  if  it  is  not 
removed,  it  matters  but  little  wliat  else  is  taken  away,  the  con- 
dition will  not  be  relieved  without  a  second  operation.  The  skin 
itself  is  not  tight,  only  the  mucous  membrane  and  the  part  where 
it  joins  the  skin. 

Nerves  of  the  Penis. — The  anterior  branch  of  the  perineal 
nerve  supplies  the  under  part  of  tlie  integument  of  the  penis,  the 
rest  of  the  integument — upper  surface  and  sides — being  supplied 
by  the  dorsal  nerve  of  the  penis,  from  the  pudic.  The  erectile 
structure  is  supplied  by  offshoots  from  the  prostatic  plexus  of  the 
sympathetic;  these  offshoots  communicate  with  the  dorsal  nerve  of 
the  penis.  Now  comes  a  curious  fact:  in  cases  where  a  segment 
of  the  spinal  cord  is  destroyed,  either  by  injury,  e.;/.,  as  in  fracture 
of  the  spine  or  inflammation — myelitis — thus  cutting  off  the  cord 
from  the  sensorium,  even  though  the  crush  or  inflammation  be 
well  up  into  the  dorsal  region,  so  that  motion  and  sensation  are 
completely  destroyed  as  high  as  the  umbilicus,  or  even  higher, 
the  point  of  the  penis  escapes,  and  still  retains  its  sensation.  It 
would  seem,  therefore,  that  the  f/lans  penis  has  an  entirely  different 
sensory  supply  from  the  rest  of  the  penis. 

Now  there  are,  at  least,  two  possible  explanations  of  this: — 
The  first  and,  I  believe,  the  most  likely  explanation,  is  that  the 
point  of  the  penis  is  supplied  by  the  right  pneumogastric ;  this 
nerve,  we  know,  joins  the  solar  plexus,  and  it  is  probably  con- 
ducted from  this  along  the  aortic  plexus  to  the  hypogastric  plexus, 
and  from  thence  through  the  prostatic  to  the  point  of  the  penis. 
I  believe  also  that  this  view  receives  support  both  from  physiology 
and  psychology.  The  other  explanation  is  that  the  supply  of  the 
glans  comes  from  the  spinal  cord  through  the  great  splanchnics' 
(which  are  derived  from  the  thoracic  ganglia  of  the  sympathetic, 
from  the  sixth  to  the  tenth  inclusive),  which  we  know  also  pass  to 
the  solar  plexus  (semilunar  ganglia),  and  coidd  then  be  conveyed 
to  the  penis  in  the  way  already  mentioned.  The  first,  however 
is,  I  believe,  the  true  explanation  of  this  curious  phenomenon. 
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Phimosis.— In  this  condition  there  is  usually  a  long  foreskin 
the  orifice  of  which  is  so  contracted  that  it  prevents  exposure  of 
the  glans,  and  leads  to  the  retention  of  the  sebaceous  secretion 
(smegma  preputii,  secreted  by  the  glands  of  Tyson),  setting  up 
local  irritation  and  inflammation,  and  may  even  prevent  the  palient 
making  water  properly.  The  condition  may  be  congenital,  or 
acquired,  usually  the  result  of  inflammation  or  disease.  There 
are  two  forms— (1)  Where  the  prepuce  is  redundant— for  this 
circumcise;  and  (2)  where  it  is  not  redundant— for  this  snip  the 
niuco-cutaneous  junction  all  round  till  the  prepuce  can  be  retracted, 
or  else  dilate  the  orifice  with  a  glove  stretcher. 

Fig.  230. 
Phimosis. 

The  C\itiiiieou.s  Layer  of  the  Prepuce.         The  "  Mucous  "  Layer. 


I  I 


G.  The  Gluns  Penis.  C.  The  Corona  Gluudis. 

R.  R.  The  Contracted  Ring  that  prevents  the  Prepuce  from  being  pulled  back ;  it  is 
also  the  jjoiut  that  should  be  seized  by  the  forcoxis  in  circumcision. 


Circumcision  is  performed  for  the  relief  of  the  above  con- 
ditions. In  performing  the  operation,  bear  in  mind  what  has 
already  been  stated  about  the  relations  of  the  cutaneous  and 
mucous  parts  of  the  prepuce.  A  tape,  or  special  clamp,  or  an 
elastic  tourniquet  is  passed  tightly  round  the  root  of  the  penis 
to  control  the  htemorrhage  during  the  operation.  The  prepuce  is 
then  pulled  hackioards  slightly,  till  the  constricting  ring  is  visible, 
which  is  to  be  seized  by  a  pair  of  catch  forceps,  and  then  the 
prepuce  pulled  forwards  over  the  end  of  the  glans;  this  ensures 
the  removal  of  the  tight  ring  which  is  the  cause  of  the  condition, 
and  the  redundant  prepuce  gradually  clipped  off.    jfinother  plan 
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is,  witli  the  penis  in  its  natural  position,  to  apply  a  pair  of  long- 
bladed  polypus  forceps  (or  dressing  forceps)  on  the  penis,  at  a  level 
with  the  corona,  the  blades  pointing  forwards  and  downwards ;  the 
glans  slipping  back  is  thus  protected,  and  the  prepuce  is  sliced  off 
by  a  sharp  scalpel  or  scissors  close  to  the  forceps.  The  mucous 
layer  still  covering  the  gians  is  slit  up  along  the  dorsum  as  far  as 
the  corona  with  probe-pointed  scissors ;  it  must  then  be  detached 
from  the  glans,  to  which  it  is  often  adherent,  by  means  of  the  finger 
and  thumb,  or  by  a  probe  swept  round  the  organ.  Take  care  that 
you  do  not  introduce  the  probe  or  one  blade  of  the  scissors  into 
the  meatus,  thinking  it  to  be  between  the  mucous  membrane  and 
the  glans.  The  square  corners  are  then  to  be  trimmed  off  with  the 
scissors,  and  the  mucous  and  cutaneous  layers  stitched  together 
with  silk,  either  by  the  ordinary  interrupted  or  continuous  suture. 
The  patient  must  rest  in  bed  for  a  week  or  ten  days.  In  infants, 
sutures  are  unnecessary;  all  that  is  required  is  to  -wrap  a  strip  of 
dry  lint  or  iodoform  gauze  behind  the  corona  to  keep  back  the 
mucous  membrane,  and  fasten  it  on  by  a  figure-of-eight  bandage, 
in  the  form  of  a  cotton  thread,  the  point  where  the  two  cones  meet 
being  the  corona  glandis. 

Paraphimosis. — In  this  condition  the  prepuce  has  been  drawn 
forcibly  back,  and  the  ring  before  mentioned  sinks  into  the  sulcus 
behind  the  corona  glandis,  and  effectually  prevents  the  replacement 
of  the  parts  into  their  proper  position;  the  constriction  speedily 
causes  great  swelling  from  congestion  and  oedema,  forming  a  large 
round  collar,  which  is  the  swollen  "mucous"  layer  of  the  prepuce, 
and  which  is  placed  in  front  of  the  constricting  ring  (Fig.  231). 
Further  back  the  skin  and  subcutaneous  tissue  are  swollen ;  hence, 
we  find  two  swellings,  and  between  the  two  a  deep,  narrow  sulcus, 
at  the  bottom  of  which  is  the  tight  ring  of  the  prepuce.  In  cases 
requiring  an  incision,  the  large  collar  is  drawn  forwards,  and  the 
point  of  a  narrow-bladed  scalpel  passed  into  the  sulcus  behind  it. 
It  is  usually  done  in  the  middle  of  the  dorsal  surface  of  the  penis; 
but,  as  the  vessels  are  there,  it  woidd  probably  be  better  to  go  a 
little  to  one  side. 

Amputation  of  the  Penis.— The  chief  risk  of  this  operation  is 
the  production  of  an  impermeable  organic  stricture  of  the  urethra 
at  the  point  of  section.    To  avoid  this  the  corpus  spongiosum  must 

*  2  I 
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be  cut  longer  than  tlie  corpora  cavernosa.  Some  means  must  be 
adopted  to  control  the  haemorrhage,  such  as  the  elastic  tourniquet, 
or  Clover's  clamp ;  the  skin  is  then  divided  circularly,  and  the 
corpora  cavernosa  cut  carefully  through  from  the  dorsal  surface, 
care  being  taken  not  to  wound  the  corpus  spongiosum,  which  is 
then  separated  fi-om  the  cavernosa  in  front  and  divided  three- 
quarters  of  an  inch  further  forwards  (Fig.  232).  The  urethra 
is  then  split  by  a  varying  number  of  incisions,  and  stitched  to 


Fig.  231. 
Paraphimosis. 

The  Collar-like  SwolUng  formed  by  the  Swollen  and 
CEdematous  "  Jtucous  "  Layer  of  the  Preimco...: 


Tlie  Cutaneous  Layer 
of  the  rroiniee. 


G.  The  Glans  Penis. 


C.  The  Corona  Glandis. 


B.  R.  Tlio  Contracted  Ring,  which  is  held  behind  the  Corona  .and  keeps  iip 

the  condition. 


an  aperture  in  the  lower  part  of  the  tube  of  skin;  hence,  as  the 
skin  surface  contracts,  it  tends  rather  to  dilate  the  urethral  canal 
(Fig.  233).  The  vessels  are  then  tied,  and  the  capsules  of  the 
corpora  cavernosa  stitclied  from  side  to  side  b}'^  two  or  three 
sutures,  which  also  include  the  septum  —  thus  effectually  con- 
trolling the  hasmorrliage  from  this  quarter. 
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The  Structures  divided  are — (1)  Skin;  (2)  just  under  the  skin 
on  the  dorsum,  the  central  vein  with  an  artery,  and  a  nerve  on 
each  side;  (3)  the  corpora  cavernosa  with  the  pectiniform  septum, 
with  an  artery  to  each  corpus,  and  one  to  the  septum;  and  (4)  the 
corpus  spongiosum.  There  are  therefore  five  arteries  to  ligature — 
the  two  dorsal  arteries,  one  for  each  corpus  cavernosum,  and  one  in 
the  septum  (see  Fig.  220). 

Fig.  232. 
Amputation  of  Penis.— First  Stage. 

Skiu  

Corpus  Caver, 
iiosus  

Uvethro  aud 

Spongiosum   I         '    '    '  '  ■ 


Fig.  233. 
Amputation  of  Penis.— Second  Stage. 


Coi-pus  Caveniosus. 

Skin  turned  down 
over  end  of  Corpus. 


Urethra  brought 
through  Skin 
bolow  


Lymphatics  of  the  Penis.— The  lymphatics  from  the  integu- 
ment and  prepuce  join  the  horizontal  set  of  the  superficial  inguinal 
glands ;  in  epithelioma,  soft  chancre,  and  gonorrhosa,  therefore, 
this  group  will  enlarge.  The  deep  lymphatics  pass  along  the 
internal  pudic  vessels  and  end  in  the  internal  iliac  group  of 
glands. 
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Lymphatics  of  Pelvis  and  Abdomen.— The  Pelvis— In  the 

pelvis  we  find  three  groups  of  glands — (a)  The  external  iliac,  a 
chain  accompanying  the  vessels  of  that  name ;  three  are  placed  at 
the  beginning  of  the  artery,  just  above  Poupart's  ligament.  This 
set  of  glands  communicates  below  with  the  femoral,  and  above 
with  the  lumbar  glands,  (b)  The  internal  iliac  glands  surround 
the  vessels  of  the  same  name,  and  communicate  with  the  lumbar 
glands ;  these  glands  receive  vessels  from  the  bladder,  prostate, 
uterus,  and  penis,  (c)  The  sacral  glands  occupy  the  sides  and  front 
of  the  sacrum;  this  group  receives  vessels  from  the  bladder,  rectum, 
and  uterus,  and  also  communicates  with  the  lumbar  group. 

The  Abdomen.  —  The  glands  of  the  abdomen  are  called  the 
lumbar  glands.  They  are  placed  on  the  front  of  the  lumbar 
vertebras,  surrounding  the  common  iliac  vessels,  the  aorta,  and 
inferior  vena  cava;  they  receive  the  lymphatics  from  the  lower 
extremities,  pelvis,  testes,  and  most  of  the  viscera  of  the  lower 
part  of  the  abdomen.  In  cases,  therefore,  of  malignant  disease  of 
these  parts  they  ought  to  be  examined.  If  much  enlarged,  they 
may  cause  obstruction  of  the  vena  cava  inferior  or  of  the  common 
iliac  veins.  ]\Iarked  pain  in  the  lumbar  region  probably  indicates 
that  these  glands  are  implicated. 

FASCIA  OF  THE  ABDOMEN, 

Fascia  Transversal  is. — This  is  an  extensive  sheet  that  lines 
the  entire  abdommal  Avail,  lying  between  the  muscles  and  the 
extra-peritoneal  fat.  Above,  it  is  thin,  and  becomes  continuous 
with  the  fascia  lining  the  under  surface  of  the  diaphragm ;  below, 
it  is  much  thicker,  and  is  attached  to  the  inner  lip  of  the  iliac 
crest,  and  it  is  here  continuous  with  the  iliac  fascia — the  fascia 
covering  the  psoas  and  iliacus  in  the  iliac  fossa.  Towards  the 
front,  it  is  attached  to  Poupart's  ligament,  external  to  the  iliac 
vessels;  and.  internal  to  these  vessels,  to  the  ilio  -  pectineal  Hne 
and  pubic  bone  behind  the  conjoined  tendon.  About  half-an-inch 
above  the  middle  of  Poupart's  ligament  the  spermatic  cord  passes 
tlirough  it,  pushing  a  funnel-shaped  process  before  it  (the  infundi- 
huliform  fascia),  and  opposite  the  femoral  vessels  it  is  prolonged 
into  the  thigh,  as  the  anterior  layer  of  the  femoral  sheath.  Close 
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to  the  iliac  crest  this  fascia  is  pierced  by  the  terminal  branches  of 
the  deep  cu-cumflex  iliac  artery,  Uio-hypogastric,  and  last  dorsal 
nerves. 

Ilio-psoas  Fascia. — This  is  one  continuous  sheet  also,  covering 
these  muscles  in  the  iliac  fossa.'  Above  the  level  of  the  iliac 
crests,  it  is  thin  and  narrow  and  envelops  the  psoas  muscle,  being 
attached  externally  to  the  anterior  layer  of  the  fascia  lumborum 
(that  layer  arising  from  the  root  of  the  transverse  processes  and 
passing  in  front  of  the  quadratus  lumborum),  and  internally  to 
the  spinal  column  by  a  series  of  fibrous  arches  that  bridge  over 
the  lumbar  arteries.  Above,  it  forms  the  ligamentum  arcuatum 
internum.  Below,  it  is  more  properly  called  the  iliac  fascia,  and  is 
attached  to  the  crest  of  the  ilium  externally  j  and  internally,  after 
passing  over  the  psoas,  it  is  fixed  to  the  brim  of  the  true  pelvis  and 
side  of  sacrum.  On  the  outer  side  of  the  external  iliac  vessels  it 
is  continuous  with  the  fascia  transversalis,  and  is,  with  it,  attached 
to  Poupabt's  ligament,  and  behind  the  vessels  it  is  carried  down 
into  the  thigh  as  the  posterior  layer  of  the  femoral  sheath.  It 
^  passes  with  the  ilio-psoas  miiscle  to  its  insertion,  and  blends  with 
the  fascia  lata ;  there  is  no  definite  septum  between  the  psoas 
and.iliacus,  and  it  is  only  loosely  attached  to  both  on  the  upper 
surface.  The  external  iliac  vessels  lie  upon  this  fascia,  the 
anterior  crural  and  external  cutaneous  nerves  lie  behind  it,  while 
the  genito-crural  nerve  pierces  it  to  join  the  external  iliac  artery. 

A  Psoas  Abscess  passes  under  the  ligamentum  arcuatum 
internum,  and  enters  the  psoas  sheath,  passes  down  and  forms  a 
swelling  above  the  middle  of  Poupart's  ligament;  it  does  not, 
as  a  rule,  pass  into  the  pelvis,  because  of  tlie  attachment  of  the 
ilio-psoas  fascia  to  the  brim,  but  fills  up  the  iliac  fossa.  It  then 
passes  by  a  narrow  neck  under  PourART's  ligament  in  the  line  of 
the  anterior  crural  nerve  to  the  outer  side  of  the  femoral  vessels ; 
then,  guided  by  the  profunda,  it  passes  under  the  femoral  vessels 
and  foms  a  collection  on  the  inner  side  of  these  structures, 
bounded  by  the  adductor  magnus  behind,  the  longus  in  front, 
and  the  gracilis  internally.  A  fully  formed  psoas  abscess,  there- 
fore, consists  of  four  parts — (1)  A  narrow  part  in  the  psoas  sheath, 
(2)  a  well  in  the  iliac  fossa,  (3)  a  narrow  neck  under  Poupart's 
ligament,  and  (4)  a  well  in  the  inner  side  of  the  thigh  (Fig.  234). 
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Fluctuation  will  usually  be  obtained  between  the  iliac  and  llie 
thigh  collection.  The  after  course  of  this  abscess  varies.  It  may 
pass  backwards  along  the  internal  circumflex,  and  point  behind ; 
but  usually  the  psoas  fascia  adheres  to  the  skin  in  front,  and  it 

Fig.  234. 
Psoas  Abscess. 


 Psoas  Sheath. 


 Iliac  Fossa. 


X'ndur  IVniiiart's  Liga- 
iiieut  and  Sheath  of 
Vessels. 


.Inner  Side  of  Vessels. 


points  or  is  opened.  Sometimes  this  adhesion  does  not  take  place, 
as  the  thigh  collection  often  appears  suddenly,  when  the  pus  tlien 
bursts  through  the  fascia,  and  buiTows  down  the  limb,  even  as 
low  as  the  heel.    Sometimes,  instead  of  forming  a  psoas  abscess. 
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the  pus  passes  between  the  pillars  of  the  diaphragm  with  the 
aorta,  folloAvs  the  iliac  vessels  into  the  iliac  fossa,  and  points  above 
Poupart's  ligament,  or  passes  into  the  pelvis  along  the  internal 
iliac,  and  from  that  to  the  gluteal  region  along  the  gluteal  artery, 
through  the  great  sacro- sciatic  notch.  The  source  of  a  psoas 
abscess  is  usually  spinal  caries  of  the  lower  dorsal  region ;  also, 
perinephritic  collections  of  pus,  or  from  an  empyema;  more  rarely, 
from  sacro-iliac  disease,  or  suppuration  following  a  primary  psoitis. 

The  Lumbar  Plexus  of  Nerves  is  placed  in  the  substance  of 
the  psoas  muscle,  and  in  psoas  abscess,  therefore,  any  or  all  of  its 
branches  may  be  irritated,  giving  rise  to  pain  in  the  distribution 
of  the  nerve.  This  is  specially  the  case  "with  the  genito-crural 
nerve,  in  young  persons,  the  irritation  thus  caused  producing 
persistent  erections  of  the  penis.  The  branches  of  the  lumbar 
plexus  are: — 

^'  ^i^'^'l^yP'^D^^^^^^  I  Derived  from  the  first  lumbar  nerve. 

2.  Ilio-mguiual  J 

3.  Genito-crural — Derived  from  the  second  and  third  lumbar 

nerves. 

4.  External  Cutaneous — Derived  from  the  second  and  third 

lumbar  nerves. 

5.  Anterior  Crural — Derived  from  the  second,  third,  and  fourth 

lumbar  nerves. 

6.  Obturator  —  Derived  from  the  third  and  fourth  lumbar 

nerves. 

The  plexus  is  formed  by  the  first  three  lumbar  nerves,  with  a 
])art  of  the  foiu'th.  The  rest  of  the  fourth  and  the  fifth  unite  to  form 
the  himho-sacral  cord.    The  branches  leave  the  psoas  thus : — 
Ilio-hypogastric  n 

Ilio-inguinal  (  Pierce  the  outer  border  of 

External  Cutaneous   (       the  muscle. 
Anterior  Crural  J 
Genito-crural — Pierces  the  anterior  surface. 
Obturator — Pierces  the  inner  border. 

In  Dorsal  Abscess,  the  pus  follows  the  intercostal  arteries 
and  reaches  the  surface  along  the  posterior  branches.  It  is  most 
often  met  with  in  upper  and  mid  dorsal  disease. 
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An  Iliac  Abscess  forms  a  swelling  between  the  crest  of  the 
ilium  and  the  femoral  vessels,  and  does  not  extend  into  the  thi"h 
at  all.  In  this  case  look  for  disease  of  the  himbar  sjjine,  the  sacro- 
iliac joint,  necrosis  of  the  ilium,  or  suppuration  around  the  cajcum 
or  sigmoid  flexure.  In  a  perityphilitic  abscess,  and  abscess  round 
the  sigmoid  flexure,  the  pus  is  not  beneath  the  iliac  fascia  but 
above  it,  and  therefore  does  not  spread  down  the  thigh,  but  fills 
out  the  corresponding  iliac  fossa  and  bulges  at  the  femoral  ring. 
In  a  case  of  iliac  abscess  with,  at  the  same  time,  signs  of  hip  joint 
disease,  it  is  most  probably  due  to  disease  of  the  acetabulum. 

Pelvic  Abscess.— This  is  an  abscess  associated  with  the  boun- 
daries or  contents  of  the  true  pelvis.  Such  abscesses  may  "point" 
in  the  groin  in  the  position  of  an  iliac  abscess,  in  the  inguinal 
canal,  or  pass  into  the  scrotum  or  the  labia  in  the  female  j  in  the 
one  case,  the  cord  or  vas  deferens  is  the  guide  by  which  the  abscess 
travels,  in  the  other,  it  is  the  round  ligament  of  the  uterus.  A 
pelvic  abscess  may  also  escape  through  one  of  the  sciatic  foramina 
and  appear  as  a  deep  abscess  in  the  buttock;  in  this  case  the  arteries 
tliat  pierce  the  pelvic  fascia  will  guide  the  jdus — gluteal,  sciatic, 
or  pudic.  Tlie  abscess  may  be  due  to  disease  of  the  acetabidum, 
suppuration  in  the  cellular  tissue  in  front  of  the  bladder  or  around 
the  rectum,  and  abscess  of  the  seminal  vesicles  spreading  along  the 
vas  to  the  inguinal  canal  and  into  the  scrotum.  In  the  female 
pelvic  cellulitis  is  extremely  common,  and  the  abscess  may  spread 
up  along  tlie  round  ligament;  the  usual  causes  in  the  female  are — 
difficult  labour,  miscarriage,  or  gonorrhoea. 

Lumbar  Abscess. — This  is  an  abscess  that  makes  its  way 
through  the  muscles  or  fascia  of  the  posterior  abdominal  wall, 
being  guided  along  some  of  the  structures  that  pierce  it,  as  the 
ilio-hypogastric  and  last  dorsal  nerves  with  their  accompanying 
arteries ;  it  usually  points  in  the  region  of  the  triangle  of  Petit,  at 
the  outer  border  of  the  erector  spinaj.  It  may  be  caused  by  disease 
of  the  spine,  or  a  perinephritic  abscess  may  open  in  this  region, 
and  the  right  side  abscesses  may  be  connected  with  the  cfficum. 

In  lower  lumbar  and  upper  sacral  disease  the  pus  may  enter 
the  sheath  of  the  pyriformis,  follow  the  sacral  nerves,  and  point 
ia  the  buttock  beneath  the  gluteus  maximus,  or  pass  iuto  the 
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iscliio -rectal  fossa,  or  even  into  the  rectiim.  In  disease  of  the 
tuber  ischii,  tlie  pus  is  found  in  the  line  of  the  hamstrings,  as 
these  muscles  arise  from  that  bone. 

The  course  of  the  different  forms  of  abscess  depends  on,  or  is 
determined  by — (1)  The  tube  or  compartment  of  fascia  in  which  it 
originally  finds  itself,  or  into  wliich  it  has  j)enetrated,  as  in  psoas 
abscess.  (2)  Gravity,  e.g.,  a  psoas,  or  gluteal  abscess  reaching  as 
low  as  the  knee  or  even  the  heel ;  or  which  might  have  been  a 
psoas  abscess  had  the  patient  preserved  the  erect  posture,  becoming 
a  lumbar  from  the  patient  resting  chiefly  on  his  back.  (3)  The 
weakest  parts  of  the  fascia  enclosing  the  abscess,  or  it  may  detach 
it  from  a  part  where  it  is  least  firmly  adherent,  as  a  psoas  pass- 
ing into  the  pelvis  posteriorly.  (4)  The  presence  of  the  fascial 
sheaths  round  arteries  and  veins  through  muscular  layers — e.g.,  an 
abscess  from  hip  disease  passing  to  the  buttock  along  the  internal 
circumflex  or  obturator  arteries,  also  lumbar  and  dorsal  abscesses. 
(5)  The  presence  of  like  tubes  near  nerves,  as  a  psoas  passing  into 
the  pelvis  along  the  lumbo-sacral  cord.  These  various  structures 
act  as  weak  points,  and  predispose  to  the  various  paths  that  such 
abscesses  often  take. 
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CHAPTER  XLV. 
GYN/ECOLOGICAL  OPERATIONS. 

OVARIOTOMY. 

Chief  instruments  required— Sccalpel,  probe-pointed  bistoury, 
scissors,  ten  pairs  of  Wells's  or  Plan's  artery  forceps,  Nelaton's 
volsella  forceps,  trocar  for  tapping  cyst,  mth  elastic  tubing,  blunt 
liooks,  clamp  and  cautery,  carbolised  silk  ligatures,  sutures  of  car- 
bolised  silk,  or  silk  -worm-gut,  threaded  to  a  needle  at  each  end, 
for  stitching  up  the  abdominal  wound,  glass  drainage  tube,  hand 
mirror  or  bull's-eye  lantern,  sponges,  eight  large  and  four  small — 
one  should  be  large  and  flat — large  forceps  for  adhesions,  spatula, 
dissecting  forceps,  sponge  holders,  porcelain  trays  for  instruments, 
tenacula,  needles  on  fixed  handles,  aneurism  needle,  needle  holder, 
carbolic  lotion,  and  dressings. 

Preliminary. — The  operation  should  be  performed  about  a  week 
or  ten  days  after  a  menstrual  period.  It  is  usually  done  when 
the  tumour  is  about  the  size  of  a  six  months'  child,  but  may  be 
done  earlier  if  it  be  diagnosed.  Do  not  mistake  pregnancy  for  an 
ovarian  tumour;  if  in  doubt,  wait  till  the  tumour  is  at  least  nine 
months  old.  The  bowels  should  be  cleared  out  by  an  aperient 
dose  of  castor  oil,  given  two  nights  before  the  operation,  followed 
by  an  enema  early  in  the  morniijg  of  the  operation.  The  patient 
should  take  a  bath  the  night  before  the  operation.  The  temperature 
of  the  operating-room  should  be  about  sixty  degrees  Fahrenheit. 
The  patient  should  be  clothed  with  loose,  warm,  night-clothes, 
and  long  woollen  stockings.  The  abdomen  is  washed,  and  shaved 
if  necessary,  at  the  point  where  the  incision  is  to  be  made,  and 
covered  by  a  waterproof,  with  an  oval  hole  in  it,  six  inches  by 
eight;  the  edges  of  the  opening  are  spread  with  a  coating  of 
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adhesive  plaster,  so  as  to  adhere  to  the  skin  and  protect  the 
patient's  dress  from  blood,  lotion,  etc.  Take  care  that  the  bladder 
is  emptied  by  the  catheter  before  the  patient  is  placed  on  the 
table.  Take  a  careful  note  of  all  the  sponges  and  self- holding 
forceps  to  be  used  at  the  operation,  and  on  no  account  should 
sponges  be  torn  up  during  the  operation. 

Position  of  tine  Patient. — She  is  placed  on  her  back,  on  an 
ordinary  table,  with  her  shoulders  slightly  elevated,  and  her  feet 
towards  the  window,  in  order  that  the  light  may  be  reflected  into 
the  wound.  Her  legs  and  chest  should  be  warmly  covered,  and 
hot  water-bottles  should  be  laid  at  her  feet  and  sides.  The  operator 
stands  on  her  right  side,  with  his  back  to  the  window. 

The  Chief  Steps  of  the  operation  are: — 

1.  Make  an  incision,  four  or  five  inches  long,  in  the  linea 

alba,  beginning  about  an  inch  below  the  umbilicus. 
Cut  through  the  skin  and  fascia,  fat,  and  linea  alba; 
secure  all  bleeding  vessels,  and  then  divide  the  fascia 
transversalis,  extra-peritoneal  fat,  and  peritoneum. 

2.  Having  exposed  the  cyst,  plunge  in  Wells's  or  Tait's 

trocar,  and  evacuate  its  contents  as  far  as  possible ; 
the  hand  may  also  be  introduced  into  the  cyst,  and 
septa  broken  down.  Place  two  or  three  sponges  into 
the  pelvic  cavity,  and  also  above  the  tumour. 

3.  Seize  the  collapsed  cyst  wall  ■with  N^laton's  forceps, 

and  pull  it  out  of  the  abdomen;  the  assistant  mean- 
while, by  means  of  the  large,  flat  sponge,  and  pressure 
upon  the  abdominal  wall,  prevents  the  intestines  from 
protruding. 

4.  Transfix  the  pedicle  with  a  blunt  needle,  armed  with  a 

double  carbolised  silk  ligature,  avoiding  all  obvious 
veins;  it  may  be  tied  in  two  or  three  portions,  accord- 
ing to  its  size  and  vascularity.  Keith  secures  the 
pedicle  by  means  of  the  ordinary  cautery,  with  cautery- 
clamp.  The  clamp  alone  is  seldom  used  now-a-days. 
With  tlie  cautery,  or  ligature,  the  pedicle  is  dropped 
back  into  the  abdomen;  with  the  clamp,  it  is  treated 
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extra-peritoneally.  Great  care  is  required  in  the  treat- 
ment of  adhesions,  especially  when  adherent  to  the 
abdominal  or  pelvic  viscera. 

5.  When  the  pedicle  and  adhesions  are  secured,  and  the 

tumour  removed,  search  for  the  other  ovary,  and 
remove  it  if  it  be  distiiTctly  cystic. 

6.  Take  out  the  sponges  and  examine  them  for  signs  of 

bleeding,  carefully  cleanse  the  peritoneum,  for  no 
serum  or  blood  should  be  left  in  the  abdomen.  Search 
for  bleeding  points  by  means  of  the  hand  mirror  or 
bull's-eye  lamp,  and  secure  them.  Eemove  all  forceps 
and  sponges,  and  count  them. 

7.  Place  the  flat  sponge  in  the  incision,  and  sew  up  the 

abdominal  wound  with  carbolised  silk,  or  silk  worm- 
gut,  threaded  to  a  needle  at  each  end,  introducing  the 
needles  from  the  peritoneal  side,  and  avoiding  the  recti 
muscles.  Pass  all  the  sutures,  remove  the  sponge,  and 
then  tighten  them.  Take  care  that  they  bring  the 
divided  edges  of  the  parietal  peritoneum  into  apposi- 
tion, otherwise  ventral  hernia  may  follow. 

8.  In  simple  cases,  no  drainage  tube  is  required,  as  the 

peritoneum  is  sufficiently  absorbent;  in  cases  with 
strong  and  numerous  adhesions,  a  glass  drainage  tube 
should  be  passed  into  the  jDOuch  of  Douglas.  The 
tube  should  have  a  broad  flange  of  india-rubber,  and 
over  its  end  a  sponge  should  be  placed  to  soak  up  the 
serum. 

The  patient  is  now  carried  back  to  bed,  which  must  i^reviously 
be  warmed  for  her;  she  is  to  be  covered  with  light,  warm  clothing, 
and  hot  bottles  placed  around  her,  if  necessary,  and  her  knees 
supported  by  pillows.  Little  food  is  alloAved  for  thirtj'-six  hours, 
but  hot  water  may  be  allowed  ad  llhitum,  a  little  mUk  being 
added  in  the  course  of  twenty-four  hours ;  and  later,  beef-tea 
may  also  be  allowed.  The  bowels  should  be  kept  at  rest,  and  she 
should  take  liquid  food  only,  for  at  least  a  week.  If  the  patient  is 
restless  after  the  operation,  morphia  may  be  given  hypodermically 
at  bedtime. 
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The  Ovary  consists  of  three  parts,  eacli  of  which  may  give  rise 
to  cysts ; — 

1.  The  Oophoron,  or  ovary  proper,  the  egg-bearing  part. 

2.  The  Paroophoron,  which  is  lodged  in  the  concavity  of 

the  oophoron,  and  usually  known  as  the  hilus.  It 
is  almost  entirely  composed  of  the  remains  of  the 
Wolffian  body,  in  various  stages  of  retrogression. 

3.  The  Parovarium. — It  is  connected  with  the  paroophoron, 

and  consists  of  a  series  of  vertical  tubes,  the  persistent 
remains  of  the  excretory  ducts  of  the  Wolffian  body. 
It  consists  of  three  parts — (a)  A  distal  series  of  tubules, 
attached  by  one  end  only — Kobelt's  tubes;  (&)  a  row 
of  tubes,  connected  by  one  end  with  the  paroophoron, 
whUe  the  other  end  joins  (c)  a  common  collecting 
canal,  the  representative  of  the  segmental  duct  in  the 
adult  female,  known  as  GiERTNER'is  duct.  Parovarian 
cysts  are  situated  above  the  ovary  proper,  while  the 
Fallopian  tube  arches  over  their  upper  border. 

UTERINE  FIBROIDS. 

These  tumoiirs  consist  of  fibrous  tissue  and  non-striped  muscle 
in  varying  proportions,  and  are  more  properly  called  fihro-myomata, 
or  they  may  even  be  pure  myomata.  In  the  first  instance  they  all 
spring  from  the  muscular  coat  of  the  uterus,  but  as  they  increase 
in  size  they  may  assume  one  of  three  positions,  or  varieties. 

Varieties. — 1.  Subperitoneal,  when  they  grow  outwards  into 
the  peritoneal  cavity,  and  either  fiU  up  the  abdominal  cavity  or 
become  jammed  in  the  pelvis.  This  variety  does  not  cause  ha?mor- 
rhage  or  increase  of  menstruation.  If  it  is  not  too  large  it  may  be 
removed  as  in  ovariotomy,  securing  the  pedicle  as  there  described, 
or  stitching  the  peritoneum  over  the  face  of  the  stump.  When 
large  or  numerous,  perform  "  Hysterectomy." 

2.  Interstitial,  where  the  tumour  remains  and  continues  to 
grow  in  the  wall  of  the  uterus,  and  does  not  become  pedunculated. 
They  are  soft  or  firm :  the  soft  form  causes  great  hosmorrhage. 
For  their  treatment  we  may  (1)  perform  Battey's  operation,  or 
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(2)  Lawson  Tait's  operation,  (3)  do  Hysterectomy,  or  (4)  adopt 
Apostoli's  treatment. 

3.  Submucous,  when  the  tumour  projects  into,  and  dilates,  the 
uterine  cavity;  they  lie  just  below  the  mucous  membrane,  and  may 
be  sessile  or  pedunculated.  When  pedunculated,  they  are  known 
as  fibroid  polypi.  They  act  as  foreign  bodies,  and  cause  uterine 
contractions  and  great  hypertrophy  of  the  muscular  coat  of  the 
uterus.  The  usual  treatment  is  to  dilate  the  cervix,  divide  the 
mucous  membrane,  and  shell  out  the  sessile  variety,  or  divide  the 
pedicle  and  remove  the  polypoid  form. 

These  fibroid  tumours  develop  during  the  period  of  active 
sexual  life,  being  greatest  probably  between  the  ages  of  thirty 
and  forty.  They  do  not  begin  before  puberty,  nor  after  the 
menopause ;  tlieir  growth,  in  fact,  being  usually  an-ested  after  the 
menopause,  though  the  menopause  is  often  delayed  when  they  are 
present.    They  verj''  often  cause  sterility. 

The  Surgeon  may  have  to  interfere  because  of  the  severe 
haemorrhage  they  often  cause,  or  on  account  of  their  rapid  increase 
in  size,  and  severe  pressure  symptoms  ou  the  abdominal  or  pelvic 
viscera,  especially  the  bladder  and  urethra;  he  must  be  prepared  to 
remove  the  entire  body  of  the  uterus  if  necessary — "  hysterectomy." 
Ergot  of  rye  has  often  a  beneficial  effect  on  fibroids :  it  acts  in  two 
ways — by  diminishing  the  blood  supply,  and  by  favouring  the 
pedunculation  aud  expulsion  of  the  submucous  variety. 

Natural  Terminations. — (1)  Before  the  menopause,  they  may 
continue  to  grow,  or  remain  stationary;  after  the  menopause,  they 
usually  atrophy  and  disappear.  Pregnancy  may  also  cause  their 
disappearance.  2.  They  may  degenerate — as  fatty  degeneration, 
become  oedematous,  inflamed,  and  gangrenous,  or  they  may  become 
calcified,  or  ossified,  forming  "  womb-stones."  (3)  The  submucous 
form  may  become  pedunculated  by  the  uterine  contractions ;  or 
(4)  they  may  become  extruded,  from  the  pedicle  being  torn  across. 

HYSTEKECTOMY. 

In  this  operation  the  body  of  the  uterus  is  removed  along  witli 
the  tumour — in  short,  amputation  of  the  uterus  at  the  os  internum. 
This  operation  is  a  very  serious  one,  and  should  not  be  performed 
except  when  the  growth  of  the  tumour  is  rapid,  the  patient  young 
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and  far  from  the  menopaiise,  or  whou  hismorrhage  is  great  and 
frequent,  or  the  patient  actually  crippled  by  the  weight  and  pain 
of  the  tumour,  and  other  operations,  as  Battet's  operation  or 
Lawson  Tait's  operation,  are  out  of  the  question.  For  the  proper 
performance  of  this  operation,  the  cervix  should  not  be  tlie  seat 
of  fibroid  groAvth,  for  then  it  wlII  be  very  difficiilt  to  clamp  the 
pedicle  properly. 

The  Chief  Steps  of  the  operation  are: — 

1.  i\rake  a  sufficiently  large  abdominal  incision,  as  in 

ovariotomy;  the  bladder  must  be  watched  for,  as  it  is 
often  raised  up  with  the  tumonr.  In  order  to  assist  the 
definition  and  separation  of  the  bladder,  it  is  advised 
that  it  should  not  be  emptied  before  the  operation,  as 
it  is  in  ovariotomy. 

2.  Draw  out  the  uterus,  and  take  care  that  no  sessile 

growths  are  wrenched  ofl:  while  so  doing,  as  the  raw 
surface  bleeds  freely.  Should  such  an  accident  happen, 
the  assistant  must  keep  a  sponge  pressed  against  the 
raw  surface  till  the  uterus  is  removed.  Separate  all 
adhesions  very  carefidly,  and  then — 

3.  Attend  to  the  pedicle.    On  account  of  the  dangers  from 

hasraorrhage  and  peritonitis,  it  is  usually  treated  by 
the  extra-peritoneal  method,  in  all  cases  where  a  part 
of  the  uterus  is  cut  away ;  for  then,  not  only  is  the 
pedicle  large,  but  there  is  great  risk  of  septic  iiafection 
from  the  vagina  through  the  uterme  canal.  It  may  be 
secured  either  by  using  Koeberle's  serre-noeud,  or 
Keith's  or  Tait's  clamp.  In  the  former  case,  the  stout 
wire  is  passed  round  the  neck  of  the  tumour,  about  the 
level  of  the  os  internum,  and  drawn  tight.  The  pedicle 
is  then  transfixed  by  two  stout  pins,  which  lie  outside 
the  abdominal  wound,  one  on  each  side,  the  points  of 
the  pins  being  specially  guarded ;  the  pins  prevent  the 
pedicle  from  slipping  back  into  the  abdomen. 

4.  The  mass  is  next  cut  away  above  the  wire,  the  intestines 

being  protected  by  sponges,  and  blood  prevented  from 
passing  into  the  abdomen  as  far  as  possible  by  the 
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assistant  closely  following  the  knife  with  a  sponge 
and  sopping  up  the  blood.    After  removal  of  the  mass 
Dr  Keith  scoops  out  and  disinfects  the  cervical  canal, 
and  applies  a  solution  of  perchloride  of  iron  to  the 
stump.    The  stump  is  then  placed  at  the  lower  angle 
of  the  abdominal  incision. 
5.  Carefidly  clean  out  the  peritoneal  cavity  as  in  ovariotomy, 
and  then  close  the  abdominal  wound  by  sutures  brought 
close  up  to  the  pedicle.    The  clamp  wire  is  tightened 
day  by  day,  the  stump  meanwhile  being  kept  clean  and 
dry,  and  dusted  with  iodoform.    The  distal  end  of  the 
pedicle  irsually  separates  in  about  three  weeks, 
It  would  be  rarely  possible,  or  advisable,  to  perform  this 
operation  for  malignant  disease  of  the  uterus,  as  malignant  disease 
usually  attacks  the  cervix — the  very  part  that  is  left  in  this  opera- 
tion.    On  the  subject  of  Hysterectomy  for  uterine  fibroids,  Dr 
Thomas  Keith  thus  writes : — "  What  I  now  plead  for  is,  that  for 
a  time  all  bloody  operations  for  the  treatment  of  uterine  fibroids 
should  cease,  and  that  Dr  Apostoli's  treatment,*  as  practised  by 

him,  should  have  a  fair  trial  Hysterectomy,  remember, 

which  is  performed  every  day  for  a  complaint  that  rarely  of  itself 
shortens  life,  kills  every  fourth  or  fifth  woman  who  is  subjected 
to  it.  This  mortality  must  cease;  it  is  not  a  question  of  Surgery, 
it  is  a  question  of  humanity." 

REMOVAL  OF  THE  OVARIES. 

The  removal  of  the  ovaries  is  known  as  "  Battey's  Operation," 
or  Oophorectomy.  In  this  operation  the  ovaries  alone  are 
removed.  The  name,  properly  speaking,  should  be  restricted  to 
cases  where  the  ovaries  removed  are  of  normal  size,  or,  at  least, 
not  the  seat  of  large  tumours. 

This  operation  may  be  required — (1)  In  cases  of  severe 
dysmenorrhoea,  with  serious  general  symptoms;  (2)  to  check  the 
growth  of  uterine  fibroids,  especially  when  they  are  the  cause  of 
severe  hsemorrhage,  uncontrollable  by  other  means ;  (3)  hystero- 
epilepsy;  and  (4)  prolapsed  and  fixed  ovaries.    Battey's  object, 
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when  ho  performed  tliis  operation,  was  to  bring  on  a  premature 
menopause;  experience,  however,  has  since  shown  that  it  does  not 
do  so.    The  operation  may  be  performed  : — 

I.  Through  the  Vagina— 

1.  An  incision  is  made  in  the  posterior  vaginal  wall,  behind 

the  cervix,  and  in  the  middle  Hne,  for  about  an  inch 
and  a  half. 

2.  The  peritoneal  cavity  is  then  opened  and  the  ovary 

hooked  down,  either  by  the  finger  or  polypus  forceps. 

3.  The  pedicle  is  then  ligatured  close  to  the  hilus  with  fine 

carbolised  siik  and  the  ovary  cut  off.  The  other  ovary 
is  treated  in  the  same  way, 

4.  Pass  a  drainage  tube,  close  the  wound  if  thought  neces- 

sary, and  irrigate  twice  daily  with  a  Aveak  antiseptic 
solution. 

II.  They  may  also  bo  removed  through  an  opening  in 
Abdomen — 

1.  Make  an  opening  into  the  abdomen,  as  in  ovariotomy. 

2.  Pass  in  the  fingers  and  feel  for  the  fundus  of  the  uterus, 

and  then  follow  the  Fallopian  tube  till  the  ovary  is 
reached. 

3.  DraAv  the  ovary  out,  transfix  tlie  broad  ligament  with 

fine  carbolised  silk,  and  ligature  near  the  hilus ;  and 
then  cut  the  pedicle  about  half-an-inch  to  the  ovJyr 
side  of  the  ligature,  and  remove  the  ovary.  Treat  Jk 
other  ovary  in  the  same  way.  See  that  there  is  m. 
bleeding  from  the  pedicle  before  it  is  dropped  into  the 
abdomen. 

4.  Close  the  incision  as  in  ovariotomy. 

TAIT'S  OPERATION. 

In  this  operation  tlie  "uterine  appendages  "-Fallopian  tubes 
and  ovaries— are  removed.  He  makes  a  two-inch  abdominal 
incision,  frees  adhesions,  taps  any  cysts  present,  and  then  pulls 
the  tubes  up  to  or  through  the  abdominal  iucision,  ligatures  with 
the  Staffordshire  knot,  and  removes  the  tube  and  ovary.  The 
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pedicle  is  then  dropped  back,  and  a  glass  di-ainagc  tube  introduced. 
If  the  tube  cannot  be  removed,  the  opening  in  it  is  carefully 
stitched  to  the  abdominal  incision. 

Tait  believes  that  removal  of  the  uterine  appendages  will  arrest 
menstruation.  The  operation  may  be  required— (1)  To  control 
hemorrhage  in  the  case  of  fibroid  tumours,  and  to  stop  their 
growth  or  cause  their  atrophy;  (2)  menstrual  epilepsy;  (3)  chronic 
ovaritis;  (4)  salpingitis,  hcematosalpinx,  pyosalpinx  and  hydro-  " 
salpinx.  In  the  latter  cases,  the  tubes  are  removed  because  they 
are  diseased,  and  the  ovaries  because  they  are  probably  diseased 
as  well,  and  because  they  are  of  no  use  without  the  tubes.  In 
fibroids,  both  ovaries  and  tubes  are  removed,  in  order  to  check 
the  haemorrhage.  It  may  also  be  performed  for  tubal  or  ovarian 
dysmenorrhoea  ("appendage  dysmenorrhoea "). 

The  leading  signs  of  this  condition  are— (1)  Premenstrual  pain, 
often  severe;  (2)  more  or  less  continuous  pelvic  pain;  (3)  profuse 
menstruation;  (4)  sterility;  and  (5).dyspareunia. 

EXCISION  OF  THE  WHOLE  UTERUS. 

(Freund's  Operation.)  ^ 
This  operation  has  been  performed  in  the  case  of  malignant 
disease  of  the  uterus.    It  may  be  performed  :— 

I.  By  Abdominal  Incision  (Freund's  method).— The  mortality 
in  this  method  is  very  high,  and  therefore  most  operators  have 
given  it  up  in  favour  of  the  vaginal  method.  The  abdomen  is 
opened,  the  uterus  separated  and  fixed,  and  then  each  broad 
ligament  is  ligatured  in  three  parts,  the  lowest  Hgature  passmg 
through  the  lateral  fornices  of  the  vagina.  The  uterus  is  next 
cut  away  from  the  broad  ligaments,  the  peritoneum  divided  aU 
round  the  cervix,  and  its  connection  with  the  fornices  severed, 
and  the  whole  organ  removed.  The  ends  of  the  ligatiu'es  •  are 
brought  through  the  hole  m  the  roof  of  the  vagina,  and  a  dramage 
tube  introduced  into  the  same  opening. 

II.  Through  the  Vagina.— In  the  first  instance,  the  vagina 
must  be  thoroughly  disinfected.  The  operation  is  performed  with 
the  patient  in  the  lithotomy  position,  and  a  douche  is  so  arranged 
that  a  stream  of  warm  carbolised  water  may  contmually  irrigate 
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the  vagina,  A  strong  wire  is  passed  through,  the  cervix,  in  order 
to  pull  down  the  uterus  towards  the  vulva;  the  labia  are  held 
aside,  and  the  sides  of  the  vagina  separated  if  necessary. 

The  Chief  Steps  of  the  operation  (after  Sir  Spexcer  Wells) 
are — 

1.  Division  and  loosening,  and  pushing  up,  to  the  extent 

of  a  half  to  three -(quarters  of  an  inch  of  the  vaginal 
mucous  membrane,  behind,  in  front,  and  all  round 
the  cervix, 

2.  Pushing  upwards,  or  separation  of  the  bladder  and 

ureters  from  the  neck  and  anterior  surface  of  the  body 
of  the  uterus,  as  in  the  abdominal  method,  but  the 
peritoneum  is  not  cut  into. 

3.  Opening  of  Douglas's  pouch  and  the  introduction  of  a 

sponge  to  keep  up  the  small  intestines.  Two  fingers 
of  the  left  hand  may  also  be  introduced  and  passed 
over  the  fundus,  into  the  interval  between  the  uterus 
and  the  bladder,  and  an  incision  then  made  from  the 
front  of  the  cervix  down  upon  the  fingers,  dividing  the 
peritoneum  anteriorly.  In  this  way  the  uterus  is  now 
freed  in  front  and  behind. 

4.  The  next  step  is  to  secure  the  uterine  arteries  on  both 

sides,  by  ligature  or  by  the  pressure  foj-ceps.  Each 
broad  ligament  may  be  ligatured  in  two  parts,  and  an 
additional  ligature  put  round  the  whole  for  safety. 

5.  Xext  divide  the  broad  ligaments  and  other  attachments; 

remove  the  uterus  and  examine  the  pedicles  for  bleed- 
ing points,  and  secure  them  at  once, 

6.  Kemove  the  sponges  and  bring  the  pedicles  into  the 

wound  in  the  roof  of  tlie  vagina,  and  fix  in  position 
by  suture,  and  introduce  a  T-shaped  drainage  tube 
between  the  pedicles  into  the  peritoneal  cavity.  Lastly, 
arrange  thi;  ligature  threads  or  forceps,  and  plug  the 
vagina  loosely  with  iodoform  gauze. 

Sir  Spencer  Wells  lays  great  stress  upon  two  points  in  this 
operation— (1)  The  extreme  care  necessary  in  the  seimration  of 
the  bladder  and  ureters  from  the  uterus;   neither  should  be 
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Avounded,  and  care  should  Idg  taken  not  to  ligature  one  or  botli 
ureters.  (2)  The  second  point  he  insists  upon  is  the  substitution 
of  forcipressure  for  the  ligature ;  they  must  be  left  on  for  twenty- 
four,  thirty- six,  or  even  forty -eight  hours,  until  all  danger  of 
bleeding  has  ceased.  Such  a  plan  is  simpler  than  ligature,  more 
secure,  takes  much  less  time,  and  saves  much  trouble  and  suffering 
to  the  patient  after  the  operation. 

C^SARIAN  SECTION. 

This  operation  consists  in  making  an  incision  through  the 
abdominal  and  uterine  walls  for  the  extraction  of  a  living  child. 

Indications. — When  the  conjugate  at  the  brim  is  two  inches 
or  less,  with  a  transverse  of  only  three  inches,  as  sometimes  seen 
in  cases  of  rickets  or  malacosteon;  also  in  cases  where  ovarian 
tumours  are  associated  Avitli  pelvic  deformities.  It  is  also  indicated 
in  cases  of  cancer  of  the  cervix,  because  dilatation  is  but  slowly 
and  dangerously  effected,  from  the  risk  of  lacerations,  ha:.morrhage, 
and  blood  poisoning.  In  some  cases  this  operation  is  performed 
where  the  life  of  the  child  is  of  more  value  than  the  life  of  thc^ 
mother.  It  may  even  be  practised  on  the  dead  woman,  from  five 
to  twenty  minutes  after  the  last  breath,  after  the  seventh  month 
ol'  jn-egnancy,  with  a  chance  of  saving  the  child. 

Best  Time  to  Perform.— After  labour  has  begun,  in  cases 
rocpiring  this  operation,  the  sooner  it  is  performed  the  better. 
Tlie  best  time  is  that  which  immediately  precedes  the  rupture 
of  the  membranes,  i.e.,  after  labour  has  begun,  but  before  the  close 
of  the  first  stage.  Should  labour  be  anticipated,  it  will  be  necessary 
to  start  nterine  action  before  beginning  the  operation,  in  order  to 
make  the  uterus  contract  afterwards  and  prevent  "flooding." 

Operation. — The  rectum  and  bladder  must  be  emptied  before 
beginning  the  operation.  An  assistant  must  fix  the  uterus  with 
his  two  hands  applied  to  the  sides  of  the  abdomen.  The  Surgeon 
then  makes  an  incision,  at  least  five  to  seven  inches  long,  in  the 
linea  alba  between  the  umbilicus  and  the  pubes.  The  various 
tissues  are  cut  through,  and  the  bleeding  points  secured  as  in 
ovariotomy.  INIake  a  small  opening  in  the  peritoncvim,  introduce 
a  couple  of  fingers  of  the  left  hand,  on  the  palmar  aspect  of  which 
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a  probe-pointed  bistoury  is  slid,  so  as  to  enlarge  the  incision ;  the 
uterus  is  now  exposed.  Open  the  uterus  in  the  centre  of  the 
anterior  wall;  and  to  allow  of  this,  it  may  be  necessary  for  the 
assistant  to  twist  it  a  little  round,  so  that  this  point  may  be 
opposite  the  abdominal  wound.  In  this  way  the  large  vessels  at 
the  sides  are  avoided.  Make  a  small  incision  at  the  upper  part, 
then  introduce  the  left  index  finger,  and  enlarge  the  wound 
with  a  probe-pointed  bistoury;  it  is  necessary  to  do  this  quickly, 
because  of  the  great  haemorrhage.  The  assistant  in  the  meantime 
must  jam  the  uterine  incision  against  the  abdominal  one,  especially 
at  the  upper  and  lower  angles,  to  prevent  blood  passing  into  the 
abdominal  cavity.  Extract  the  child,  taking  the  liead  out  first; 
because,  if  the  legs  were  taken  first,  the  uterus  might  contract 
and  imprison  the  head,  wliile  the  cold,  acting  on  the  child's 
legs  and  body,  might  induce  inspiratory  efforts  and  suffocate  it. 
Strip  off  the  placenta  and  membranes  artificially,  pass  a  sponge 
probang  of  some  size  through  the  cervix  uteri  and  out  at  the 
vagina,  so  as  to  secure  a  free  exit  for  lochial  or  other  discharges. 
The  peritoneal  cavity  must  then  be  carefully  cleansed,  the  wound 
in  the  uterus  stitched  with  silk  separately,  or  else  fixed  to  the 
abdominal  wound;  a  glass  drainage  tube  is  then  passed  into  the 
abdominal  wound. 

The  dangers  of  this  operation  are — (1)  Haemorrhage,  (2)  shock, 
and  (3)  peritonitis. 

L  AP  ARO  -  EL  YTROTOM  Y. 

(TnoMAa's  Operation.) 

In  this  operation  the  cervix  is  reached  by  an  incision  through 
tlie  lower  part  of  the  abdominal  wall  and  upper  part  of  the  vagina, 
and  through  it  the  foetus  is  extracted. 

Its  advantages  over  Caesarian  Section  are  —  ( 1 )  Tliat  the 
peritoneum  is  not  opened  into,  and  (2)  that  the  uterine  wall  is 
not  incised,  so  that  one  of  the  chief  risks  of  Caesarian  Section — 
htcmorrhage — is  avoided. 

The  cases  requiring  the  operation  are  those  necessitating  Caesarian 
Section,  when  the  mother  is  alive.  It  should  not  bo  performed  in 
cases  of  tumours  obstructing  the  pelvic  cavity,  carcinoma,  noi- 
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fibroid  of  tlie  uterus,  nor  when  the  head  is  firmly  impacted  in 
the  pelvic  brim.  It  cannot  be  performed  twice  on  the  same  side. 
The  operation  is  performed  on  the  right  side,  since  the  presence 
of  tlie  rectum  on  the  left  side  is  against  the  operation  on  that 
side.  Four  special  assistants  are  necessary,  besides  the  one  who 
administers  chloroform. 

Position  of  the  'Patient.— She  is  placed  on  her  back,  with  the 
pelvis  raised,  and  in  the  same  position  as  for  ovariotomy.  Before  ^ 
beginning  the  operation,  the  cervix  must  be  dilated  as  far  as 
possible.  The  operator  stands  on  the  right  side.  An  assistant, 
standing  on  the  left  side,  draws  the  uterus  upwards,  and  to  the 
left,  as  far  as  possible,  while  the  Surgeon  makes  the  incision.  The 
incision  begins  one  inch  above  the  anterior  superior  spine  of  the 
ilium,  and  is  carried  downwards  and  inwards,  in  a  slightly  curved 
direction,  parallel  with  Poupart's  ligament,  to  a  point  about  two 
inches  above,  and  a  like  distance  external  to,  the  spine  of  the  pubes 
— i.e.,  about  the  middle  of  Poupart's  ligament.  The  incision  is 
ahnost  the  same  as  that  for  ligature  of  the  right  external  iliac  artery 
by  Adernethy's  incision.  It  must  not  a^Dproach  any  nearer  the 
spine  of  the  pubes,  lest  the  round  ligament  or  the  deep  epigastric 
artery  be  wounded.  The  sujoerficial  epigastric  is  necessarily  divided, 
and  must  be  secured  at  once.  The  slcin,  superficial  and  deep  fascia, 
the  aponeurosis  of  the  external  oblique,  the  internal  oblique,  and 
the  transversalis  muscles  are  divided,  and  the  fascia  transversalis 
exposed.  Secure  all  bleeding  points,  and  then  open  this  fascia. 
ISText  separate  the  peritoneum  from  the  transversalis  and  iliac 
fascia,  and  direct  an  assistant  to  keej)  the  peritoneal  sac,  with 
the  intestines,  well  out  of  the  way,  for  the  rest  of  the  operation,  by 
means  of  a  warm,  soft,  aseptic  cloth.  Another  assistant  now  passes 
a  rigid  catheter  into  the  bladder,  and  holds  it  against  the  posterior 
wall  of  the  bladder,  or  the  anterior  wall  of  the  vagina.  A  blimt, 
bulbous  instrument  of  some  size  is  next  passed  up  the  vagina,  and 
the  vagina  pushed  by  it  above  the  ilio-pectineal  line;  on  this  an 
incision  is  made  by  Paquelin's  cautery,  heated  to  a  red-heat  only, 
as  far  below  the  xiterus  as  possible,  to  avoid  the  large  venous 
plexus  at  its  upper  part,  and  parallel  with  the  ilio-pectineal  liue. 
Tlirough  the  opening  thus  made  the  catheter  is  felt  in  the  bladder, 
and  then  the  vagina  is  torn  through  as  far  forwards  and  backwards 
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as  may  done  with  safety.  The  catheter  is  now  withdrawn,  and 
the  uterus  is  turned  to  the  left,  the  cervix  lifted  into  the  incision 
by  the  fingers,  the  membranes  ruptured,  and  the  child  extracted. 

Risks  of  this  Operation.— (1)  Wound  of  the  deep  epigastric 
at  the  inner  end  of  the  incision,  (2)  opening  into  the  pouch  of 
Douglas,  (3)  wound  of  the  bladder,  and  (4)  wound  of  the  ureter. 

Before  concluding  the  operation,  the  bladder  should  be  injected 
with  milk  to  make  sure  that  it  has  not  been  wounded.  One  of 
the  difficulties  of  the  operation  is  hasmorrhage  from  the  vaginal 
walls,  but  by  the  use  of  Paquelin's  cautery  this  risk  is  much 
diminished. 

The  Arteries  are  branches  from  the  hypogastric,  the  inferior 
vesical,  the  internal  pudic,  and  the  hajmorrhoidal.  The  Veins 
form  a  plexus  round  the  whole  vagina,  but  are  specially  marked  at 
its  upper  and  lower  ends. 

SHORTENING  THE  ROUND  LIGAMENTS. 

(Alexander -Adams's  Operation.) 

This  is  an  operation  advised  for  the  relief  or  cure  of  prolapsus 
uteri;  by  shortening  the  ligaments,  it  is  said,  the  displaceable 
segment  is  drawn  up  and  fixed. 

The  bowels  and  bladder  are  emptied,  the  patient  placed  on  the 
table,  chloroformed,  and  the  pubes  shaved.  An  incision  is  made 
upwards  and  outwards  from  the  pubic  spine,  two  inches  in  length, 
in  the  line  of  the  inguinal  canal.  The  incision  divides  skin  and 
fascia,  and  opens  into  the  external  abdominal  ring.  The  end  of 
the  ligament  is  then  grasped  and  pulled  out  gently  as  far  as 
possible,  and  fixed  in  its  new  position  by  stitches.  The  other  side 
is  treated  in  an  exactly  similar  manner. 

I  have  tried  this  operation  on  the  dead  body,  and  was  specially 
impressed  by  two  facts — (1)  The  difficulty  in  certainly  finding  the 
round  ligaments,  and  (2)  the  still  greater  diihculty  of  appreciably 
shortening  them  when  found.  The  ligaments  are  not  like  pieces 
of  string  drawn  through  tubes,  but  are  firmly  adlierent  throughout 
their  whole  extent,  first  to  the  sides  of  the  inguinal  canal,  and 
then  to  the  pelvic  cellular  tissue,  so  that  it  is  next  to  impossible 
to  shorten  them  in  such  a  way  as  at  all  likely  to  benefit  a  prolapsed 
uterus. 
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PORRO'S  OPERATION. 

This  is  a  moclificatiou  of  the  old  Crosarian  Section,  the  difference 
being  that  the  uterus  and  its  ai:)pendages  are  removed,  after  the 
child  is  extracted.  Lawson  Tait  calls  it  "amputation  of  the 
pregnant  uterus." 

Its  special  advantages,  as  compared  with  the  older  operation, 
are— (1)  It  lessens  the  risk  of  haamorrhage.  (2)  It  avoids  the  risk 
of  effusion  into  the  abdominal  cavity;  instead  of  leaving  the 
incised  uterus,  with  the  wound  probably  gaping,  with  all  the 
attendant  risks  of  septic  peritonitis,  it  is  fixed  externally  in  such 
a  way  that  it  can  be  readily  dressed.  (3)  The  Surgeon  can  choose 
the  period  for  tlie  performance  of  the  operation,  because,  as  the 
uterus  is  removed,  it  is  not  necessary  to  wait  till  uterine  contrac- 
tions have  commenced,  as  in  the  old  Cajsarian  Section.  Por  this 
reason  the  operator  can  make  his  own  arrangements,  and  have 
skilled  assistance  at  a  definite  hour.  (4)  It  saves  the  woman  from 
the  risk  of  again  becoming  pregnant.  It  is  required  in  the  same 
class  of  cases  as  the  older  operation. 

The  best  time  to  perform  the  operation  is  when  the  uterus 
is  fully  developed,  and  some  days  before  labour  sets  in;  at  this 
period  there  is  less  risk  to  the  bladder  than  if  one  waited  till  the 
labour  liad  begun,  as  the  bladder,  during  labour,  is  an  abdominal 
organ,  and,  therefore,  more  apt  to  be  injured,  and  the  incision  has 
to  be  made  higher  up.  Further,  the  operator  is  not  troubled  by 
the  contractions  of  the  uterus,  and  its  wall  is  less  vascular. 

Lawson  Tait  thus  performs  the  operation — "  lS.o  special  instru- 
ments are  required — nothing  but  a  knife,  some  artery  forceps,  a 
piece  of  rubber  drainage  tube,  without  perforations,  two  or  three 
knitting  needles,  and  a  little  perchloride  of  iron." 

"  My  method  of  operating  is  to  make  an  incision  through  the 
middle  line  large  enough  to  admit  my  hand,  and  then  I  j^ass  a 
piece  of  rubber  drainage  tube  (■without  any  holes  in  it)  as  a  loop 
over  the  fundus  uteri,  and  bring  it  down  so  as  to  encircle  the 
cervix,  taking  care  that  it  does  not  include  a  looji  of  intestine. 
I  then  make  a  single  hitch  and  draw  it  tight  round  the  cervix,  so 
as  to  completely  stop  the  circulation.    I  give  the  ends  of  the  tube 
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to  an  assistant,  who  keeps  them  well  on  the  strain,  so  as  to  prevent 
the  loose  knot  from  slipping,  the  reason  of  this  being  that,  should 
there  be  any  bleeding,  and  any  necessity  for  further  constriction, 
I  could  secure  this  in  a  moment,  without  undoing  any  knot,  and 
the  simplicity  of  this  method  greatly  commends  it.  I  then  make 
a  small  opening  in  the  uterus,  and  enlarge  it  by  tearing  witli  my 
two  forefingers,  seize  the  child  by  a  foot,  and  remove  it.  I  then 
remove  the  placenta,  and  by  that  time  the  uterus  has  completely 
contracted,  and  is  easily  drawn  through  the  wound  in  the  abdo- 
minal wall.  The  constricting  tube  will  now  probably  require  to 
be  tightened,  and  the  second  hitch  of  the  knot  may  be  put  on 
at  the  same  time,  and  the  work  is  practically  done.  Stuff  a  few 
sponges  into  the  wound  to  keep  the  cavity  clear  of  blood,  and  pass 
the  knitting  needles  through  the  flattened  tube  and  through  the 
cervix,  and  in  this  simple  way  a  clamp  of  the  most  efficient  kind 
is  at  once  made.  The  uterus  is  removed  about  three-quarters  of 
an  inch  above  the  rubber  tube.  The  usual  stitches  are  put  in, 
the  wound  closed  round  the  stump,  which,  of  course,  is  brought 
to  the  lower  part  of  the  opening,  and  then  the  stump  is  dressed 
with  perchloride  of  ii'on  in  the  usual  way." 

The  Chief  Steps  of  this  operation,  then,  are: — 

1.  Making  the  abdominal  incision. 

2.  To  open  the  uterus. 

3.  To  extract  the  child. 

4.  To  draw  the  emptied  uterus  out  of  the  abdomen. 

5.  To  transfix  and  ligature  the  uterus,  just  below  the  os 

internum,  by  Koeberle's  serre-noaud,  or  you  may  use 
Keith's  or  Tait's  clamp.  If  the  elastic  ligature  is 
used,  it  must  be  passed  after  making  the  abdominal 
incision, 

G.  Next  amputate  the  uterus,  with  tlie  ovaries  and  tubes, 
about  three-quarters  of  an  incli  above  the  ligature,  or 
scrrc-iifeud . 

7.  Fix  the  stump  at  the  lower  angle  of  the  abdominal 

wound,  and  dress  with  perchloride  of  iron. 

8.  Close  the  abdominal  Avound  around  the  stump  in  tlni 

usual  way. 
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"Sanger's  Operation"  is  Csesarian  Section,  witli  removal  of 
a  -wedge-shaped  portion  of  the  uterine  wall  on  each  side  of  the 
incision.  The  peritoneum  is  stripped  aside,  and  the  wedge-shaped 
mass  cut  out,  the  apex  of  the  wedge  being  towards  the  uterine 
cavity.  In  this  way  two  flaps  of  peritoneum  are  left,  one  on  each 
side  of  the  original  incision,  and  when  the  wound  is  closed  the 
peritoneal  flaps  are  tucked  in,  just  as  in  Lembert's  suture  of  the 
intestine,  and  stitched  together.  This  ensures  rapid  union  between 
the  cut  surfaces. 

"  MLiller's  Ablation"  is  an  operation  performed  in  some  cases 
of  uterine  fibroids;  in  this  operation  the  abdomen  is  opened,  the 
tumour,  and  the  uterus  containing  a  non-viable  foetus,  removed. 
There  is  no  question  here  of  the  life  of  the  child)  the  maternal 
complications  being  so  grave  as  to  preclude  the  pregnancy  going 
to  term. 

"  IVIyomotoiTiy  "  is  abdominal  section,  and  removal  of  fibroids 
by  ligature  and  closure  of  the  incision,  in  the  hope  that  pregnancy 
may  go  on  to  terra.  This  operation  should  only  be  performed 
— (1)  When  the  fibroid  is  attached  in  an  accessible  situation; 
and  (2)  when  its  presence  is  causing  eitlier  intolerable  pain,  or 
discomfort  from  distension.  It  was  first  performed  by  Knowsley 
Thornton  in  1879. 
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CHAPTEE  XLYI. 
ATTACHMENT  OF  MUSCLES.  ' 

ORIGIN,  INSERTION,  AND  NERVOUS  SUPPLY  OF  THE  MORE  IMPORTANT 
MUSCLES  MENTIONED  IN  THE  PRECEDING  PAGES. 

HEAD  AND  NECK. 

1.  Platysma  Myoides. — Arifies  from  the  clavicle  and  acromion, 
and  from  the  fascia  covering  the  upper  part  of  the  deltoid,  pectoral, 
and  trapezius  muscles ;  the  fibres  pass  upAvards  and  inwards,  and 
are  mserted  into  the  lower  jaw,  angle  of  the  mouth,  and  cellular 
tissue  of  the  face,  interlacing  with  many  of  the  facial  muscles. 
The  muscle  lies  immediately  beneath  the  skin,  and  therefore  above 
the  deep  fascia.  The  external  and  anterior  jugular  veins,  and 
the  superficial  branches  of  the  cervical  plexus,  lie  just  beneath  it. 
Nerves. — The  facial  and  superficial  branches  of  the  cervical 
plexus. 

The  special  use  of  the  platysma  is  probably  to  assist  the 
venous  return  from  the  head  and  neck.  It  will  be  observed  that 
the  muscle  follows  the  outline  of  the  neck,  so  that  its  points  of 
attachment  are  above  the  level  of  its  muscvdar  belly.  When, 
therefore,  the  muscle  contracts,  its  centre  part  rises  up,  like  the 
string  of  a  bow,  and  so  relieves  the  external  and  anterior  jugulars 
from  pressure,  raising  up  the  skin  and  superficial  fascia. 

2.  Sterno-CIeido-Mastoid. — Arises  from  the  upper  and  anterior 
part  of  the  sternum,  and  posterior  surface  of  the  inner  third  of  the 
clavicle,  and  is  insmied  across  the  mastoid  process  of  the  temporal 
bone,  and  the  outer  half  of  the  superior  curved  line  of  occipital 
bone.  Nerves. — Spinal  accessory  and  branches  from  the  cervical 
plexus. 

In  order  to  find  out  the  relation  of  this  muscle  to  tumours  of 
the  neck,  the  patient  should  lie  on  his  back,  and  then  raise  the 
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head.  This  at  once  puts  the  muscle  in  action,  and  we  then  see 
wliether  the  tumour  is  over  or  under  it.  Another  method  is  to 
make  the  patient  turn  his  head  forcibly  to  the  opposite  side,  while 
the  Surgeon  pushes  his  chin  in  a  contrary  direction.  Beneath 
the  upper  third  of  this  muscle  we  find  Hutchinson's  "  sub-mastoid 
potato  tumour." 

3.  Sterno-Hyoid. — Arises  from  the  back  of  the  sternum,  first 
costal  cartUage,  and  clavicle,  and  is  inserted  into  the  body  of  the 
hyoid  bone.    Nerve. — Descendens  noui. 

4.  Sterno-Thyroid. — Arises  from  the  back  of  the  iirst  piece  of 
the  sternum,  and  is  inserted  into  an  oblique  line  on  the  side  of  the 
thyroid  cartilage.    Nerve. — Descendens  noni. 

5.  Omo-Hyoid. — Arises  from  the  upper  border  of  the  scapula, 
close  to  and  on  the  transverse  ligament,  and  is  inserted  into  tlie 
body  of  the  hyoid  bone.    Nerve. — Descendens  noni. 

This  muscle  consists  of  two  bellies,  united  by  a  central  tendon ; 
the  bellies,  it  will  be  remembered,  take  part  in  the  subdivision 
of  the  anterior  and  posterior  triangles  of  the  neck.  In  use  it 
probably  resembles  the  platysma,  assisting  the  venous  return  from 
the  deep  veins  of  the  neck,  just  as  the  platysma  assists  the  venous 
return  from  the  superficial  veins.  For  this  reason  it  is  divided 
into  two  bellies,  with  a  tendon  between;  the  posterior  beUy  passes 
over  the  deep  veins  in  tlie  posterior  triangle,  while  the  anterior 
passes  over  the  deep  veins  in  the  anterior  triangle — notably  the 
internal  jugular.  AVhen  either  belly  contracts,  it  shortens  and 
tends  to  rise  up  off  the  deeper  parts,  and  takes  the  deep  cervical 
fascia  with  it;  the  posterior  belly  contracts  from  the  scapula  to 
the  central  tendon,  while  the  anterior  contracts  from  the  central 
tendon  to  the  hyoid  bone.  If  there  were  no  central  tendon,  and 
were  the  muscle  to  contract  as  a  whole,  it  would  press  upon  the 
deep  veins  and  retard  the  venous  return,  instead  of  assisting  it. 
But,  with  the  two  beUies,  when  it  contracts,  the  deep  cervical 
fascia  is  raised  up  and  the  pressure  upon  the  veins  relieved. 

6.  Thyro-Hyoid. — Arises  from  the  oblique  line  of  the  thyroid 
cartilage,  and  is  inserted  into  the  body  and  great  cornu  of  tlie 
hyoid  bone.    Nerve. — Special  branch  from  ninth  (liypo-glossal). 

7.  Masseter. — Arises  from  the  zygomatic  arch  and  malar  bone, 
and  is  inserted  into  the  angle  and  ramus  of  lower  jaw. 
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8.  Temporal. — Arises  from  tlie  temiDoral  fossa,  and  is  inserted 
into  the  apex  and  inner  surface  of  the  coronoid  process. 

9.  Internal  Pterygoid.  —  Arises  from  the  pterygoid  fossa, 
especially  the  inner  surface  of  the  external  pterygoid  plate,  and  is 
inserted  into  the  angle  and  inner  surface  of  ramus. 

10.  External  Pterygoid. — Arises  from  the  imder  surface  of  the 
great  wing  of  the  sphenoid  and  the  outer  surface  of  the  external 
pterygoid  plate;  inserted  in  front  of  the  neck  of  the  condyle  of  the 
lower  jaw,  and  into  the  inter-articular  fibro-cartilage.  Nerves. — 
The  above  four  muscles  are  supplied  by  the  thii'd  diAdsion  of  the 
fifth  cranial  nerve. 

11.  Digastric. — Arises  from  the  groove  in  the  mastoid  process, 
perforates  the  stylo-hyoid,  and  is  attached  to  the  body  of  the  hyoid 
bone  by  a  central  tendon;  inserted  into  the  imder  surface  of  the 
lower  jaw  close  to  the  symphysis.  Nerves. — Posterior  belly,  by 
the  facial ;  the  anterior,  by  the  mylo-hyoid  branch  of  the  inferior 
dental  (fifth). 

12.  Scalenus  Anticus. — Arises  from  the  anterior  tubercles  of  the 
transverse  processes  of  the  third,  fourth,  fifth,  and  sixth  cervical 
vertebrfB ;  inserted  into  the  tubercle  on  the  inner  margin  of  the  first 
rib,  between  the  grooves  for  the  subclavian  artery  and  vein. 

13.  Scalenus  Medius.  —  Arises  from  the  posterior  tubercles 
of  the  transverse  processes  of  all  the  cervical  vertebrte  except  the 
first;  inserted  into  the  upper  surface  of  the  first  rib  beliind  the 
groove  for  the  subclavian  artery. 

14.  Scalenus  Posticus. — Arises  from  the  posterior  tubercles 
of  the  transverse  processes  of  the  loAver  cervical  vertebrte;  inserted 
into  the  outer  surface  of  the  second  rib.  Nerves. — The  scaleni 
arc  supplied  by  supra-clavicular  twigs  of  the  brachial  plexus. 

15.  Trapezius. — Arises  from  the  external  occipital  protuberance, 
inner  third  of  superior  curved  line,  ligamentum  nuchas,  the  spinous 
processes  of  the  last  cervical  and  all  the  dorsal  vertebrae,  and  the 
supra-spinous  ligament;  inserted  into  the  posterior  border  of  the 
outer  third  of  the  clavicle,  inner  border  of  acromion,  and  upper 
lip  of  the  spine  of  the  scapula.  Nerves. — The  spinal  accessory 
and  deeij  branches  of  the  cervical  plexus. 

16.  Latissimus  Dorsi.  —  Arises  from  the  spinous  processes  of 
the  loM'cr  six  dorsal  vcrtebno,  the  posterior  layer  of  the  lumbar 
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aponeurosis,  and  through  this  to  the  kimbar  and  sacral  sjjines, 
the  outer  lip  of  the  iliac  crest,  the  last  three  ribs,  interdigitatiug 
with  the  external  oblique,  and  sometimes  from  the  lower  angle 
of  the  scapula ;  inserted  into  the  bottom  of  the  bicipital  groove  of 
the  humerus.    Nerve. — The  long  subscapular. 

17.  Levator  Anguli  Scapulae. —  ^mes  from  the  posterior 
tubercles  of  the  transverse  processes  of  the  third,  fourth,  and 
fifth  cervical  vertebrae;  inserted  into  the  posterior  border  of  tlie 
scapula  above  the  spine.  Nerves. — Two  or  three  deep  branches  of 
the  cervical  plexus,  and  a  branch  from  the  nerve  to  the  rhomboids 
(brachial  plexus). 

18.  Rhomboideus  Minor.— ^rzses  from  the  ligamentum  nucha- 
and  spinous  processes  of  the  last  cervical  and  first  dorsal  vertebrte  ; 
inserted  into  the  posterior  border  of  the  scapula  opposite  the  root 
of  the  spine. 

19.  Rhomboideus  Major. — -4mes  from  the  spinous  processes  of 
the  four  or  five  iipper  dorsal  vertebrte ;  itiserted  into  the  posterior 
border  of  the  scapula  below  the  spine.  Nerves, — Both  minor 
and  major  are  supplied  by  a  special  supra-clavicular  branch  of  the 
brachial  plexus. 

20.  The  Superior  Constrictor.— ^-mcA'  from  the  lower  third 
of  the  internal  pterygoid  plate,  from  the  hamular  process,  from  the 
pterygo-maxillary  ligament,  and  from  the  loAver  jaw;  it  is  inserted 
into  the  median  raphe  behind. 

21.  The  Middle  Constrictor. — Arises  from  the  greater  and 
lesser  cornua  of  the  hyoid  bone,  and  from  the  stylo-hyoid  ligament ; 
it  is  inserted  into  the  median  raphe. 

22.  The  Inferior  Constrictor.— ^/v'ses  from  the  oblique  line 
of  the  thyroid  cartilage  and  from  the  side  of  the  cricoid  cartilage ; 
it  is  inserted  into  the  median  raphe. 

The  three  constrictors  overlap  from  below  upwards,  the  inferior 
overlapping  the  middle,  and  the  middle  overlapping  the  superior. 
Between  the  middle  and  the  superior  we  find  (1)  the  glosso- 
pharyngeal nerve,  (2)  the  stylo-pharyngeus  muscle,  and  (3)  the 
stylo-hyoid  ligament.  Between  the  middle  and  the  inferior  we 
find  (1)  the  superior  laryngeal  artery,  (2)  the  internal  brancli  of 
the  superior  laryngeal  nerve,  and  (3)  the  external  branch  of  the 
same  nerve.    Passing  below  the  inferior  we  find  (1)  the  recurrent 
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laryngeal  nerve,  and  (2)  the  inferior  laryngeal  branch  of  the  thyroid 
artery.  Between  the  base  of  the  skull  and  the  superior  constrictor 
there  is  a  semi-lunar  interval,  known  as  the  "space  of  Morgagni." 
It  is  filled  up  by  the  specially  strong  submucous  coat  of  the 
mucous  membrane  of  the  pharynx ;  two  muscles  are  seen  in  this 
space — the  levator  palati  and  the  tensor  palati,  and  between  them 
is  situated  the  orifice  of  the  Eustachian  tube — and  two  arteries 
passing  into  the  pharynx— a  branch  from  the  ascending  pharyngeal 
artery,  and  another  from  the  inferior  palatine. 

23.  Rectus  Capitis  Anticus  Major.— ^vises  from  the  anterior 
tubercles  on  the  transverse  processes  of  the  tliird,  fourth,  fifth, 
and  sixth  cervical  vertebrae  (same  origin,  therefore,  as  the  scalenus 
anticus),  and  is  inserted  into  the  under  surface  of  the  basilar 
process,  close  to  the  median  line.  (For  the  other  recti  and 
obliques,  see  voL  ii.,  page  230.) 

24.  LongUS  Colli. — This  muscle  consists  of  two  oblique  por- 
tions, and  one  vertical.  (1)  The  inferior  oblique  part  arises  from 
the  bodies  of  the  first  and  second  dorsal  vertebraj,  and  is  inserted 
into  the  transverse  processes  of  the  fifth  and  sixth  cervical.  (2)  The 
superior  oblique  part  arises  from  the  anterior  tubercles  of  the 
thii'd,.  fourth,  and  fifth  cervical  vertebrae.,  and  is  itisei-ted  into  the 
anterior  tubercle  of  the  atlas.  (3)  The  vertical  portion  arises  from 
the  bodies  of  the  three  lower  cervical  and  the  three  upper  dorsal 
vertebrae,  and  is  imerted  into  the  bodies  of  the  second,  third,  and 
fourth  cervical.  At  the  lower  part  of  the  neck  the  vertebral  artery 
lies  between  this  muscle  and  the  scalenus  anticus. 

25.  Splenius. — Arises  from  the  lower  half  of  the  ligameutum 
nuchte,  the  spine  of  the  seventh  cervical  and  the  upper  six  dorsal 
vertebra3.  Lisertioti — Splenius  capitis,  across  the  mastoid  process 
and  the  outer  third  of  the  superior  curved  line;  the  splenius  colli 
has  the  same  insertion  as  the  origin  of  the  levator  anguli  scapulae 
— the  ijosterior  tubercles  of  the  upper  four  cervical  vertebne. 

26.  Com  plexus. — Arises  from  the  transverse  processes  of  the 
upper  six  dorsal  vertebrte  and  articular  processes  of  the  lower  cer- 
vical, and  is  inserted  into  the  occipital  bone  between  the  superior 
and  middle  cuiTed  lines.  This  muscle  has  a  tendinous  intersec- 
tion about  its  middle,  and  is  pierced  by  the  great  occipital  nerve 
(  =  the  internal  branch  of  the  posterior  primary  division  of  the 
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second  cervical  nerve),  and  also  by  the  posterior  division  of  the 
third  cervical  nerve.  Its  most  internal  part  is  often  named  the 
Biventer  cervids,  as  it  consists  of  two  fleshy  Lellies  with  an 
intervening  tendon.  Eetween  this  muscle  and  the  underlying 
semi- spinalis  colli,  we  find  tlie  profunda  cervicis  artery  anas"- 
tomosing  with,  the  princeps  cervicis,  and  the  vertebral;  also  the 
posterior  branches  of  the  cervical  plexus  of  nerves.  It  further 
forms  the  immediate  roof  of  the  sub-occipital  triangle  (see  vol  ii 
page  230). 

CHEST. 

27.  External  I ntercostals.— Eleven  in  number  on  each  side; 
they  are  placed  between  adjacent  ribs,  and  extend  from  the 
tubercles  of  the  ribs  to  the  point  of  union  of  the  rib  with  its 
cartilage.  From  this  point  to  the  sternum,  a  membrane  extends, 
called  the  anterior  intercostal  membrane.  The  fibres  pass  down- 
Avards  and  forAvards. 

28.  Internal  I  ntercostals.— Equal  in  number  to  the  anterior, 
but  the  fibres  of  which  are  directed  obliquely  downwards  and 
backwards ;  they  extend  from  the  angles  of  tlie  ribs  to  the  edge 
of  the  sternum.  The  gap  thus  left  behind  is  completed  by  the 
posterior  intercostal  uieinbrane.  The  Intercostal  nerves  lie  be- 
tween .the  two  muscular  layers,  as  far  as  the  mid-axillary  line; 
but  at  this  point  they  pierce  the  internal  intercostal  muscle  very 
obliquely,  and  opposite  the  cartilages  they  are  placed  between  the 
internal  muscle  anteriorly,  and  the  pleura  and  triaugidaris  sterni 
muscle  posteriorly.  The  internal  mammary  artery  is  also  in  front 
of  these  nerves.  The  intercostal  arteries  lie  between  the  muscles 
practically  all  the  way  round.  In  each  space  one  artery  comes 
forwards,  wliile  two  pass  backwards.  Pcming  forivardu,  in  the 
upper  two  spaces,  the  vessels  come  from  the  superior  intercostal 
artery ;  in  the  lower  nine,  from  the  aorta.  Passing  laclcwards,  in 
the  upper  seven  spaces,  the  vessels  are  derived  from  the  internal 
mammary  artery;  in  tlie  lower  four,  from  the  musculo-phrenic. 
As  far  as  the  mid-axillary  Line,  the  single  vessel  lies  under  cover 
of  the  lower  edge  of  the  rib,  but  at  this  point  each  divides  into 
two  twigs,  which  pass  forwards  along  each  edge  of  the  space  and 
anastomose  Avitli  the  corresponding  anterior  intercostals. 
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29.  The  Triangularis  Sterni  Muscle.— ^?•^■ses  from  tlie  inner 
surface  of  the  ensifomi  cartilage  and  loAver  part  of  the  sternum, 
and  from  the  cartilages  of  the  last  three  or  four  true  ribs,  and 
is  imerted  into  the  cartilages  of  the  second,  third,  fourth,  and 
fifth  ribs.  Lying  in  front  of  this  muscle,  we  find  the  internal 
mammary  arteries  and  the  intercostal  nerves;  while  its  posterior 
surface  is  partially  covered  by  the  pleune,  and  part  of  it  bounds 
the  anterior  mediastinum. 

ABDOMEN. 

30.  External  OhWque— Arises  from  the  outer  surfaces  of  the 
lower  eight  ribs  by  eight  digitations— the  upper  five  interdigitate 
with  the  serratus  magnus,  the  lower  three  Avith  the  latissimus 
dorsi ;  inserted  into  anterior  half  of  the  outer  lip  of  the  iliac  crest, 
Poupart's  ligament,  Gimbernat's  ligament,  triangular  fascia,  front 
of  pubes,  and  the  whole  length  of  the  linea  alba. 

31.  Internal  OhWque.— A  rises  from  the  outer  half  of  Poupart's 
ligament,  anterior  two  thirds  of  the  middle  lip  of  the  iliac  crest, 
and  from  the  lumbar  apon-eurosis ;  inserted,  the  lower  fibres  join 
with  the  lower  fibres  of  the  transversalis  to  form  the  conjoined 
tendon,  which  is  inserted  into  the  crest  of  the  pubes  and  the  ilio- 
pectineal  line:  also  into  lower  border  of  the  cartilages  of  the  four 
lower  ribs,  and  the  linea  alba. 

32.  Transversalis.— ^?7ses  from  the  outer  third  of  Poupart's 
ligament,  anterior  two  thirds  of  the  inner  lip  of  the  iliac  crest, 
outer  surfaces  of  the  cartilages  of  the  lower  six  ribs,  and  by  three 
lamelhu— from  the  tips  of  the  spinous  processes  of  the  lumbar 
vertebrie,  the  tips  of  the  transverse  processes,  and  from  the  bodies 
of  the  vertebrcTj  at  the  roots  of  the  transverse  processes,  forming 
the  fascia  lumhorum;  imertion  into  linea  alba,  pubic  crest,  and 
ilio-pectineal  line  (conjoined  tendon). 

33.  Quadratus  Lumborum.— ^?ws  from  the  ilio-lumbar  liga- 
ment and  iliac  crest;  inserted  into  the  inner  half  of  the  last  rib 
and  into  the  tips  of  the  transverse  processes  of  the  upper  four 
lumbar  vertebnu.  Nerves.— The  above  four  nmscles  arc  supplied 
by  the  lower  six  intercostal,  the  last  dorsal,  the  ilio-hypogastric, 
and  the  ilio-inguinal  nerves.  ' 
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34.  Psoas  Magnus.— ^rtses  from  the  front  of  the  transA-erse 
processes  of  the  himbar  vertebrae,  from  the  inter-vertebral  discs,  and 
from  the  tendinous  arches  bridging  across  the  four  lumbar  arteries ; 
inserted  into  the  lesser  trochanter  of  the  femur.  Nerves. — From 
lumbar  plexus.  The  action  of  this  muscle  is  to  flex  the  thigh  and 
rotate  it  outwards,  resembling  in  this  respect  the  biceps  muscle 
of  the  upper  extremity. 

35.  Iliacus. — Arises  from  the  iliac  fossa,  ilio-lumbar  ligament, 
base  of  sacrum,  and  capsule  of  the  hip  joint ;  inserted  along  with 
the  psoas  magnxis.  Nerve.— The  anterior  crural.  The  psoas  and 
iliacus  muscles  give  that  peculiar  heave  of  the  leg  and  foot  observed 
in  adults,  where  the  entire  lower  limb  has  been  paralysed  in  infancy 
( infantile  j^a^-alysis) . 

36.  Transversus  Perinei. — Arises  from  the  inner  aspect  of  the 
ascending  ramus  of  the  ischium,  and  blends  with  its  fellow  of  the 
opposite  side  in  the  central  point  of  the  perineum. 

37.  Accelerator  Urinae  or  Bulbo-Cavernosus.  —  This  muscle 
takes  origin  from  the  central  point  of  the  perineum,  and  from  the 
septum  between  the  muscles  of  the  two  sides,  and  is  inserted — 
the  posterior  hbres  are  attached  to  the  superficial  aspect  of  the 
anterior  layer  of  the  triangular  ligament;  the  middle  envelop  the 
corpus  spongiosum,  and  blend  with  the  muscle  of  the  opposite  side 
on  its  upper  surface;  while  the  anterior  pass  along  the  sides  of 
the  corpora  cavernosa,  and  are  inserted  into  an  aponeurosis  on  the 
dorsum  of  the  penis. 

38.  Erector  Penis  or  Ischio  -  Cavernosus. — This  muscle  lies 
upon  the  crus  penis;  it  arises  from  the  inner  aspect  of  the  tuber 
ischii,  and  is  inserted  by  an  aponeurosis  into  the  anterior  portion 
of  the  crus. 

39.  Compressor  or  Constrictor  UretliraB.— It  arises  from  the 
pubic  arch,  close  to  its  junction  with  the  ramus  of  the  ischium. 
It  passes  above  and  below  the  urethra,  and  blends  with  its  fellow 
of  the  opposite  side  in  the  middle  line.  The  part  enveloping  the 
urethra  is  sometimes  called  Guthrie's  muscle  (the  compressor 
tirethrce  proper).  A  second  part  is  known  as  WiLSOii!&  muscle, 
or  the  levator  urethrm,  and  consists  of  two  small  slips  passing 
from  the  back  of  the  pubis,  and  is  inserted  into  the  central  point 
of  the  perineum ;  it  is  supposed  to  sling  up  the  urethra.    A  third 
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part  is  known  as  the  deep  transverse  muscle,  and  extends  to  the 
central  point  of  the  jDerineum. 

The  above  four  muscles  are  supplied  by  the  piidic  nerve. 
40.  Levator  km,— Arises  from  the  posterior  surface  of  the 
pubis  in  front,  bohind^'fBih  the  spine  of  the  ischium,  and  between 
these  points  from  the  "white  line"  of  the  pelvic  fascia.  From 
these  points  it  passes  downwards  and  inwards  towards  tlie  middle 
line  of  the  pelvic  floor,  and  is  inserted  into  the  tip  of  the  cocc^'x 
— the  median  raphi'^  in  froniof  that  point,  the  sides  of  the  lower 
part  of  the  rectum,  being  connected  with  the  fibres  of  the  external 
sphincter,  and  partly  with  those  of  the  internal,  and  again  beneath 
the  neck  of  the  bladder,  prostate,  and  urethra,  blends  with  its  fellow 
in  the  median  raphe.  The  anterior  portion  of  the  muscle,  arising 
from  the  pubic  bone,  is  sometimes  separated  by  a  cellular  interval 
from  the  rest  of  the  muscle,  and  hence  is  often  called  the  levator 
2}rostata>.    Nerve. — The  fourth  sacral. 

UPPER  EXTREMITY. 

U.  Pectoralis  Major— Arises  from  the  anterior  surface  of  the 
inner  half  of  the  clavicle,  front  of  the  sternum,  cartilages  of  all 
the  true  ribs  except  the  first  and  seventh,  and  aponeurosis  of  the 
external  oblique,  and  is  iriserted  into  the  outer  lip  of  the  bicipital 
groove.  Nerves.  —  The  external  anterior  thoracic  nerve,  and  a 
branch  from  the  internal. 

i2.  Pectoralis  Minor.— ^;vVe.s-  from  the  third,  fourth,  and 
fifth  ribs,  near  their  junction  with  the  cartilages,  and  is  inserted 
into  the  coracoid  process,  inner  border.  Nerve. — The  internal 
anterior  thoracic. 

43.  Serratus  Magnus.— /I r/acs  by  nine  digitations  from  the 
outer  .surfaces  of  the  eight  upper  ribs,  the  second  having  two 
digitations,  and  is  iTv<erted  into  the  anterior  surface  of  the  base 

of  the  scapula,  especially  at  the  upper  and  lower  angles.  Nerve.  

The  posterior  thoracic,  or  nerve  of  Bell. 

When  this  muscle  is  paralysed,  the  vertebral  border  of  the 
.scapula  leaves  the  ribs  and  stands  out  markedly  on  the  surface ; 
it  is  also  somewhat  closer  to  the  spines  of  the  vertebra-",  and  the 
scapula  is  .slightly  higher  than  on  the  paralysed  side.  These 
points  become  much  more  marked  when  the  arm  is  raised.  The 
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arm  canuot  l)e  raised  above  a  riglit  angle,  because  the  scapula 
cauuot  be  fixed.  The  patient  is  unable  to  pUsli  so  strongly  on 
that  side,  uor  can  the  hand  be  advanced  so  far  in  front  of  the 
patient  as  on  the  healthy  side. 

44.  Deltoid. — Arises  from  the  outer  third -of  the  anterior  border 
of  the  clavicle,  outer  border  of  acromion,  and  lower  edge  of  spine ; 
iuferted  into  the  middle  of  the  outer  surface  of.  the  shaft  of  the 
liumerus.  Nerve. — Circumflex.  A  bony  deposit  may  sometimes 
take  place  in  the  tendon  of  insertion  of  this  muscle  in  infantry 
soldiers,  from  pressure  of  the  butt-end  of  the  rifle,  forming  a  so- 
called  "  exercise-bone,"  a  kind  of  exostosis. 

45.  Subscapularis. — Ames  from  the  ventral  surface  of  the 
scapula,  and  is  inserted  into  the  lesser  tuberosity  of  the  humerus. 
Nerves. — The  short  and  middle  subscapulars. 

4G.  Supra- Spinatus. — ^?'/sei?from  the  supra-spiuous  fossa  and 
upper  surface  of  spine,  and  is  inserted  into  the  upper  facet  on  the 
great  tuberosity  of  humerus.    Nerve. — The  supra-scapular. 

47.  Infra-Spinatus. — Arises  from  the  infra-spinous  fossa,  ridges, 
and  fascia,  and  is  inserted  into  the  middle  facet  on  great  tuberosity. 
Nerve.— The  supra-scapular. 

48.  Teres  Minor. — Arises  from  the  upper  two  thirds  of  the 
ilorsal  surface  of  the  axillary  border  of  the  scapula,  and  is  inserted 
into  the  lower  facet  on  great  tuberosity.  Nerve. — Eranch  of  the 
circumllex,  Vi'iili  ganglion. 

41).  Teres  IVIajor. — Arises  from  the  dorsal  surface  of  the  inferior 
angle  of  the  scapula ;  inserted,  inner  lip  of  the  bicipital  groove  of 
the  humerus.    Nerve. — The  middle  subscapular. 

50.  Biceps  Flexor  Cubiti. — Arises,  tip  of  coracoid  process  and 
apex  of  glenoid  cavity  (long  head) ;  inserted,  back  part  of  the 
bicipital  tubercle  of  the  radius.  Nerve. — The  muscido-cutaneous. 
The  chief  action  of  this  muscle  is  to  flex  and  supinate  the  fore- 
arm. Like  the  deltoid,  the  tendon  may  ossify,  forming  a  so-called 
"  exercise  bone." 

51.  Coraco-Brachialis. — Arises,  tip  of  the  coracoid  process  j 
inserted,  inner  surface  of  middle  of  the  shaft  of  the  humerus, 
opposite  deltoid.  Nerve. — The  musculo-cutaneous.  The  musculo- 
cutaneous nerve  pierces  this  muscle,  and  is  often  known  as  the 
perforans  Gasserii. 
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52.  Brachialis  Anticus. — Arises,  lower  half  of  tlie  inner  and 
outer  surfaces  of  the  shaft  of  the  humerus  and  septa;  inserted,  base 
of  coronoid  process  of  the  ulna.  Nerves.— The  musculo-cutaneous 
and  musculo-spiral. 

53.  Triceps.  —  Arises,  below  the  glenoid  fossa  of  the  scapula, 
posterior  surface  of  the  shaft  of  the  humerus,  above  and  below 
the  musculo-spiral  groove.    Nerve. — The  musculo-spiral. 

•  54.  The  following  five  muscles  aU  arise  from  the  inner 
condyle  of  the  humerus,  inter-muscular  septa,  and  fascia  of  fore- 
arm, with  special  origins  as  follows  : — 

(a)  Pronator  Radii  Teres. — Inner  surface  of  coronoid  process ; 
inserted  into  the  middle  of  the  outer  surface  of  the 
shaft  of  the  radius.  Nerve, — The  median.  This  muscle, 
■when  suddenly  brought  into  very  active  use,  as  in  lawn 
tennis,  is  apt  to  be  sprained — "  lawn  tennis  sprain,"  or 
"  lawn  tennis  arm." 

{h)  Flexor  Carpi  Radialis. — No  special  origin;  inserted,  front 
of  base  of  the  second  and  partly  of  the  third  metacarpal 
bones.    Nerve. — The  median. 

(c)  Palmaris  Longus. — No  special  origin;  inserted,  apex  of  the 
palmar  fascia.  This  muscle  is  often  wanting.  Nerve. — 
The  median. 

(fZ)  Flexor  Sublimis  Digitorum. — Arises,  inner  edge  of  coronoid 
process  of  the  ulna,  above  the  pronator  radii  teres,  and 
the  oblique  line  in  front  of  the  radius ;  inserted,  sides 
of  the  second  phalanges.    Nerve. — The  median. 

{e)  Flexor  Carpi  Ulnaris. — Arises,  aponeurosis  attached  to 
the  posterior  edge  of  the  ulna  ;  inserted,  pisiform  bone, 
fifth  metacarpal  bone,  and  annular  ligament.  Nerve. — 
The  ulnar. 

55.  Flexor  Profundus  Digitorum.  —  Arises,  upper  two  thirds 
of  the  anterior  and  inner  surfaces  of  the  shaft  of  the  uhia, 
aponeurosis  attached  to  the  posterior  edge  of  the  ubia,  and  half 
the  interosseous  membrane ;  iimrted,  bases  of  the  third  phalanges. 
Nerves. — The  ulnar  and  anterior  interosseous  brancli  of  median. 

56.  Flexor  Longus  Pollicis. — ^v-j^e.'?,  upper  iwt  of  the  anterior 
surface  of  the  shaft  of  the  radius,  the  interosseous  membrane, 
and  sometimes  from  the  inner  edge  of  the  coronoid  process  of  the 
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ulna;  inserted,  base  of  phalanx  of  thumb.  Nerve. — Tlie  anterior 
interosseous  of  the  median. 

57.  Pronator  Quadratus.— ^?7.se.>),  lower  part  of  ulna;  inserted, 
lower  part  of  radius.  Nerve. — The  anterior  interosseous  from  the 
median. 

58.  Supinator  LongUS.— ^;w'.'*,  upper  two  thirds  of  the  ex- 
ternal condyloid  ridge  of  the  humerus;  inserted,  base  of  styloid 
process  of  radius.  Nerve. — The  musculo -spiral.  This  muscle 
is  a  feeble  supinator,  but  is  a  fairly  powerful  flexor,  when  the 
elbow  jomt  is  flexed  and  tlie  arm  held  between  pronation  and 
supination. 

59.  Extensor  Carpi  Radialis  Lo ngi o r. —^nses,  lower  third 
of  external  condyloid  ridge  of  humerus  and  septa;  inserted,  back 
of  base  of  the  second  metacarpal.    Nerve. — The  musculo-spiral. 

60.  Extensor  Carpi  Radialis  Brevior. — Arises,  external  condyle, 
lateral  ligament,  fascia,  and  septa ;  inserted,  back  of  base  of  third 
metacarpal. 

61.  Extensor  Communis  Digitorum. — Arises,  external  condyle, 
fascia,  and  septa ;  inserted.,  bases  of  second  and  third  jphalanges  of 
the  fingers. 

62.  Extensor  IVIinimi  Arises,  as  last;  inserted,  joins 
corresiDonding  tendon  of  the  common  extensor. 

63.  Extensor  Carpi  Ulnaris. — Arises,  external  condyle,  fascia, 
and  septa,  and  aponeurosis  attached  to  the  posterior  border  of  the 
ulna ;  inserted,  base  of  metacarpal  bone  of  little  finger. 

64.  Supinator  Brevis. — Arises,  common  tendon,  orbicular  liga- 
ment of  radius,  and  depression  below  lesser  sigmoid  cavity;  inserted, 
posterior  and  outer  surfaces  of  radius  above  the  obliij^ue  line. 

65.  Extensor  Ossis  Metacarpi  Pollicis. — Arises,  middle  third 
of  posterior  surfaces  of  both  radius  and  ulna  and  interosseous 
membrane ;  inserted,  l^ase  of  first  metacarpal  bone. 

66.  Extensor  Prim!  Internodii  Pollicis.  —  Arises,  posterior 
surface  of  radiiis  below  the  previous  muscle,  and  interosseous 
membrane  ;  inserted,  base  of  first  phalanx  of  thumb. 

67.  Extensor  Secundi  Internodii  Pollicis. — Arises,  posterior 
surface  of  the  ulna  below  the  ossis,  and  interosseous  membrane ; 
inserted,  base  of  terminal  phalanx  of  thumb.  The  extensor 
muscles  of  the  tlnimb  are  often  sprained  by  such  movements  as 
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wringing  clothes :  there  is  swelling  along  the  course  of  the  tendons 
and  on  placing  the  hand  over  the  part,  while  the  patient  moves  the 
thumb,  a  peculiar  sillcy  rusthng  may  be  felt.  It  is  often  known  as 
"washerwoman's  wrist,"  or  "washerwoman's  sprain." 

68.  Extensor  Indicis. — Arises,  posterior  surface  of  the  ulna 
below  the  previous  muscle ;  inserted,  joins  corresponding  tendon  of 
common  extensor. 

The  previous  eight  muscles  are  supplied  by  the  posterior  inter- 
osseous division  of  the  musculo-spiral  nerve. 

LOWER  EXTREMITY. 

69.  Tensor  Fascia  Femoris. — Arises,  anterior  superior  spine 
and  crest  of  ilium  behind  it ;  inserted,  ilio-tibial  band.  Nerve. — 
The  superior  gluteal. 

70.  Sartorius. — Arises,  anterior  superior  spine  and  notch  below; 
inserted,  upper  part  of  inrer  surface  of  tibia,  covering  gracilis  and 
semi-tendinous.  Nerve. — The  middle  or  internal  cutaneous  branch 
of  anterior  crural. 

71.  Rectus  Femoris. — Arises,  anterior  inferior  spine  and  above 
l)rim  of  acetabulum  ;  inserted,  upper  border  of  the  patella.  Nerve. 
— The  anterior  crural. 

Cricket  Thigll.  —  This  is  an  affection  of  the  rectus  femoris 
that  arises  during  the  game  of  football.  It  is  probably  due  to 
a  sudden  strain  put  on  the  muscle,  not  accustomed  to  the  special 
action  it  is  called  upon  suddenly  to  perform.  The  patient  is  apt 
to  think  it  is  due  to  a  blow  from  the  opponent's  head,  elbow,  or 
knee;  he  has  to  stop  because  of  the  pain  and  lameness.  In  the 
language  of  the  cricket  field,  his  "pope  or  poop  is  taken."  The 
rectiis  femoris  is  felt  tense  and  rigid,  and  stands  out;  and  this 
condition  is  brought  about  suddenly,  and  is  not  due  to  mere 
inflammatory  effiision,  though  effusion  follows  the  accident,  and 
may  spread  round  the  whole  thigh.  Its  exact  nature  is  doubtful ; 
it  may  be  due  to  a  bruise,  partial  or  complete  rupture,  and  may  be 
caused  by  a  blow  with  tlie  liead,  elbow,  or  knee  Avhen  the  muscle 
is  in  the  act  of  firm  contraction.  It  is  more  likely,  however,  to 
1)8  due  to  the  sudden  strain  rupturing  a  few  fibres.  It  is  a  very 
common  thing,  when  a  tendon  or  muscle  ruptures,  for  the  patient 
to  think  that  he  has  beeii  struck  suddenly  by  some  one — as  in 
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rupture  of  the  tendo  achillis,  "  lawn  tennis  leg,"  and  in  the  accident 
now  under  consideration. 

72.  Vastus  Extern  us. — Arises,  anterior  border  and  outer  sur- 
face of  great  trochanter,  outer  border  of  linea  aspera  and  septa ; 
inserted,  outer  border  of  patella.    Nerve. — The  anterior  crural. 

73.  Vastus  Intern  us.— Arises,  whole  length  of  the  side  of  the 

linea  aspera  and  septa ;  inserted,  inner  border  of  patella.  Nerve.  

The  anterior  crural.  This  muscle  forms  the  prominent  muscular 
mass  just  above  the  inner  side  of  knee  joint;  and  in  cases  of  knee 
joint  disease,  atrophy  of  this  muscle  is  one  of  the  causes  of  the 
great  apparent  prominence  of  the  internal  condyle  of  femur. 

74.  Crureus. — Arises,  upper  three  fourths  of  the  anterior  sur- 
face of  femur;  inserted  into  upper  border  of  patella.  Nerve. — 
The  anterior  crural. 

75.  Pectineus. — Ai  'ises,  ilio-pectineal  line  and  surface  in  front 
of  it ;  inserted  into  the  Ime  from  lesser  trochanter  to  linea  aspera. 
Nerves. — Tlie  obturator  and  anterior  crural. 

7G.  Gracilis. — Arises,  rami  of  pubes  and  ischium;  inserted, 
npper  part  of  inner  surface  of  the  shaft  of  the  tibia,  above  semi- 
tendinosus  and  below  sartorius.    Nerve. — The  obturator. 

77.  Adductor  Longus. — Arises,  by  a  round  tendon  just  below 
the  crest  of  the  pubes ;  inserted,  middle  third  of  inner  lip  of  the 
linea  aspera.  Nerve. — The  obturator.  When  this  muscle  is  over- 
stretched, as  in  those  who  ride  much  on  horseback,  it  is  called 
"  rider 's  sprain; "  from  its  constant  use  in  cavahy  soldiers,  the 
tendon  is  sometimes  ossified,  forming  the  "  rider's  hone." 

78.  Adductor  Brevis.— .irises,  front  of  pubes  below  the  longus; 
inserted,  linea  aspera  and  line  leading  from  the  lesser  trochanter. 
Nerve. — The  obturator. 

79.  Adductor  Magnus. — Arises,  outer  side  of  tuberosity  of 
ischium,  and  rami  of  ischium  and  pubes;  inserted,  Avliole  length 
of  linea  aspera,  crossing  obliquely  from  the  outer  to  the  inner  side. 
Nerves. — The  obturator  and  great  sciatica. 

SO.  Gluteus  Maxiinus.  —  Arises,  superior  curved  line,  crest 
above  this,  side  of  sacrum  and  coccyx,  great  sacro-sciatic  ligament ; 
inserted,  ilio-tibial  band  and  line  leading  from  the  great  trochanter 
to  the  linea  aspera.  Nerves.— The  inferior  gluteal  from  the  small 
sciatic,  and  special  branches  from  the  sacral  plexus, 
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81.  Gluteus  Medius.  —  Arises,  between  superior  and  middle 
curved  lines  and  iliac  crest;  inseHad,  outer  surface  of  the  great 
trochanter.    Nerve. — The  sui^erior  gluteal. 

82.  Gluteus  Minimus. — Arises,  between  middle  and  inferior 
curved  lines ;  inserted,  anterior  border  of  great  trochanter.  Nerve. 
— The  superior  gluteal. 

83.  Pyrifopmis.  —  Arises,  front  of  sacrum,  between  the  first, 
second,  third,  and  fourth  sacral  foramina,  edge  of  great  sacro-sciatic 
foramen,  and  great  sacro-sciatic  ligament;  inserted,  posterior  part 
of  upper  border  of  the  great  trochanter.  Nerve. — From  the  sacral 
plexus. 

84.  Obturator  Internus. — Arises,  inner  surface  of  true  pelvis, 
round  about  and  over  the  obturator  membrane ;  it  is  joined 
by  the  gemelli,  and  inserted  into  the  upper  border  of  the  great 
trochanter.    Nerve. — Special  branch  from  sacral  plexus. 

85.  Quadratus  Femoris. — Arises,  outer  edge  of  tuberosity  of 
ischium ;  inserted,  linea  quadrati  on  back  of  the  great  trochanter. 
Nerve. — Special  branch  from  sacral  plexus. 

86.  Obturator  Externus.  —  Arises,  outer  surface  of  obturator 
membrane,  and  bone  round ;  inserted,  digital  fossa  of  the  femur. 
Nerve. — The  obturator. 

87'.  Biceps  Flexor  Cruris. — Arises,  lower  and  inner  facet  on 
tuberosity  of  ischium  and  outer  lip  of  linea  aspera;  inserted,  head 
of  fibula.    Nerve. — The  great  sciatic. 

88.  Semi-Tendinosus. — Arises,  with  long  head  of  biceps,  from 
tlie  tuberosity  of  the  ischium ;  inserted,  upper  part  of  the  inner 
surface  of  shaft  of  tibia,  below  the  graciUs  and  beneath  the  sartorius. 
Nerve. — The  great  sciatic. 

89.  Semi-Membranous. — Arises,  upper  and  outer  facet  on  the 
tuberosity  of  the  ischium ;  inserted,  posterior  part  of  the  inner 
tuberosity .  of  the  tibia,  and  blends  with  the  internal  semilunar 
cartilage,  fascia  of  popliteus  muscle,  and  posterior  ligament  of  the 
knee  joint.  Nerve. — The  great  sciatic.  In  twists  or  sprains  of 
the  knee  joint,  there  is  very  usually  a  tender  point  over  the 
internal  semilunar  cartilage,  probably  from  rupture  of  a  few  of 
the  fibres  of  this  tendon  attached  to  that  structure. 

90.  Tibialis  Anticus. — Arises,  outer  tuberosity  and  upper  two 
thirds  of  the  shaft  of  the  tibia  and  the  interosseous  membrane; 
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inserted,  internal  cuneiform  and  base  of  first  metatarsal.  Nerve.  

The  anterior  tibial. 

91.  Extensor  Longus  Digitorum.— ^n'se.s,  outer  tuberosity  of 
tibia,  upper  three  fourths  of  anterior  surface  of  shaft  of  the  fibula, 
interosseous  membrane,  and  septa;  inserted,  bases  of  second  and 
third  phalanges  of  the  four  outer  toes.  Nerve. — The  anterior 
tibial. 

92.  Extensor  Proprius  Hallucis.— Arises,  middle  three  fifths 
of  the  anterior  surface  of  the  shaft  of  the  fibula  internal  to  the 
common  extensor ;  inserted,  base  of  the  last  phalanx  of  great  toe. 
Nerve. — The  anterior  tibial. 

93.  Peroneus  Terti  us.— ^nses,  lower  fourth  of  anterior  sur- 
face of  the  shaft  of  the  fibula;  inserted,  base  of  the  fifth  metatarsal. 
Nerve. — The  anterior  tibial. 

9-t.  Peroneus  Longus. — Arises,  head  and  upper  half  of  the 
antero-external  surface  of  the  shaft  of  the  fibula;  inserted,  outer 
side  of  base  of  the  first  metatarsal  aud  internal  cuneiform  bone. 
Nerve. — The  nuisculo-cutaneous  branch  of  external  popliteal. 

95.  Peroneus  Brevis. — Arises,  middle  third  of  the  antero- 
external  surface  of  the  fibula;  inserted,  base  of  fifth  metatarsal. 
Nerve. — The  musculo-cutaueous. 

9G.  Gastrocnemius.  —  Arises,  upper  and  back  part  of  the 
coudyles  of  the  femur;  inserted,  forms  part  of  the  tendo  achillis^ 
Nerve. — The  internal  popliteal.  A  few  fibres  of  this  muscle  are 
not  inicommonly  ruptured,  especially  in  middle-aged  gentlemen, 
during  the  game  of  lawn  tennis ;  this  is  loiown  as  the  "  la^vn 
tennis  leg."  Tlie  patient  usually  thinks  he  has  received  a  blow 
from  behind  from  some  one's  racket. 

97.  Soleus. — Arises,  back  of  head  aud  upper  third  of  the 
posterior  surface  of  the  fibula,  oblique  line  and  inner  border  of 
the  tibia,  and  a  fibrous  arch  between  the  two  bones;  inserted,  forms 
part  of  the  tendo  achillis.    Nerve. — The  internal  popliteal 

98.  Popliteus. — Arises  from  a  depression  on  the  outer  condyle 
of  the  femur ;  inserted,  triangular  surface  on  the  back  of  the  tibia 
aljove  the  oblique  line.    Nerve. — The  internal  popliteal. 

99.  Flexor  Longus  Halluois. — Arises,  lower  two  thirds  of  the 
posterior  surface  of  tlie  shaft  of  the  fibula ;  inserted,  base  of  last 
phalanx  of  great  toe.    Nerve. — The  posterior  tibial. 


Swgical,  Medical,  and  Operative. 


539 


100.  Flexor  LongUS  Digitorum.— ^rwe^,  posterior  surface  of 
the  shaft  of  the  tibia,  below  the  oblique  line  and  internal  to  the 
tibialis  posticus ;  inserted,  bases  of  the  last  phalanges  of  the  four 
outer  toes.    Nerve, — The  posterior  tibial. 

101.  Tibialis  Posticus. — Arises,  posterior  surface  of  the  shaft 
of  the  tibia  below  the  oblique  Hue  and  external  to  the  digitorum, 
interosseous  membrane,  and  iipper  three  fourths  of  the  inner 
surface  of  the  shaft  of  the  fibula  ;  inserted,  tuberosity  of  scaphoid. 
Nerve, — The  posterior  tibial. 

102.  Extensor  Brevis  Digitorum. — Arises  from  the  upper 
surface  of  the  greater  process  of  the  os  calcis,  from  the  calcaneo- 
astragaloid  and  anterior  annular  ligament,  and  is  inserted  into  the 
four  inner  toes,  joining  the  expansion  of  the  extensor  tendons — 
except  in  the  great  toe,  Avhere  it  is  attached  to  the  base  of  the 
first  phalanx.  The  fleshy  belly  of  this  muscle  gives  a  sensation 
extremely  like  fluctuation,  so  much  so  that  it  is  occasionally 
opened  in  the  belief  that  an  abscess  exists.  This  muscle  is  much 
better  developed  in  races  that  habitually  go  bare-footed,  and  is 
well  seen  in  many  of  the  older  works  of  sculpture.  The  muscle 
is  fast  disappearing  before  the  advance  of  the  modern  followers 
of  St  Crispin. 
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CHAPTER  XLVil. 
TERMS  USED  IN  EYE  SURGERY. 

Abscission. — The  removal  of  the  cornea,  with,  the  front  part 
of  tlie  sclerotic,  as  for  staphyloma,  leaving  the  posterior  part  of  the 
globe,  with  the  muscular  attachments,  to  form  a  movable  stump 
for  an  artificial  eye.  To  prevent  the  escape  of  the  contents  of  the 
eye,  pass  four  or  five  curved  needles  through  the  base,  with  silk 
ligatures  attached,  and  then  cut  off  the  protruding  parts  jiist  in 
front  of  the  needles;  the  middle  needle  is  then  drawn  through, 
and  the  suture  thus  left  in  position  tied;  and  so  for  the  others. 
In  the  old  form  the  sutures  were  difficult  to  introduce,  the  contents 
apt  to  escape,  and  a  shrunken,  useless  stump  left. 

Amaurosis. — Complete  blindness  of  an  eye,  without  apparent 
cause. 

Amblyopia. — Dullness  of  sight,  short  of  complete  blindness, 
without  apparent  physical  cause,  and  with  little  or  no  ophthal- 
moscopic change  in  the  fundus.  A  very  common  form  is  from 
excessive  smoking — tobacco  amhlyopia — usually  accompanied  by 
a  central  colour  scotoma,  especially  for  the  red  and  green  rays. 
It  is  scarcely  necessary  to  point  out  how  important  this  fact  is  for 
all  persons  who  have  to  do  with  railway,  or  naval  signals. 

Ametropia. — Any  permanent  defect  in  the  refraction  of  the  eye. 

Anchyloblepiiaron. — Union  of  the  contiguous  margins  of  the 
eyeUds. 

Anisometropia. — Unequal  refraction  in  the  two  eyes. 

Arcus  Senilis. — A  condition  caused  by  fatty  degeneration  of 
the  corneal  tissue,  just  within  its  margin.  It  forms  two  crescents, 
which  by-and-by  meet;  it  begins  beneath  the  upper  lid,  and  is  a 
senile  change,  no  matter  what  the  patient's  age  may  be. 
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Asthenopia.— Weakness  of  the  eyes,  or  any  condition  in  which 
the  eyes  cannot  he  ixsed  for  long  together ;  in  the  morning  the 
patient  sees  well  enough,  hut  the  eyes  soon  feel  fatigued.  There 
are  two  forms — (1)  Accommodative — from  insufficiency  of  the 
ciliary  muscle  in  hypermetropiu,  as  it  is  constantly  overtaxed  in 
etibrts  to  see  near  ohjects.  The  symptoms  are  heat,  with  dis- 
comfort, or  actual  pain  in  the  eyes,  a  desire  to  close  them,  and 
after  the  patient  reads  a  short  time  the  letters  seem  to  run 
together.  (2)  Muscular  —  from  insufficiency  of  the  internal  recti 
in  myopia;  there  is  defective  power  of  convergence  of  the  optical 
axes,  as  the  balance  between  the  action  of  the  ciliary  muscle  and 
the  internal  recti  is  disturbed. 

Astigmatism. — A  form  of  ametropia  due  usually  to  irregular 
curvature  of  the  cornea.  It  may  be  regular  or  irregular.  In 
regular,  the  meridians  of  greatest  and  least  refractive  power  are 
always  at  right  angles  to  each  other,  and,  as  a  rule,  the  one  of 
greatest  refractive  power  is  vertical,  or  nearly  so;  and,  of  course, 
the  rays  passing  through  this  meridian  are  brought  to  a  focus 
before  the  rays  passing  through  the  other  meridians.  In  irregular 
it  is  not  so,  as  this  condition  is  due  to  the  result  of  corneal  wounds 
or  ulcers,  conical  cornea,  etc.  Regular  may  be — (1)  Simple,  where 
one  meridian  is  natural,  but  tlie  meridian  at  right  angles  is  either 
myopic  or  hypermetropic.  (2)  Gornpowid,  where  all  the  meridians 
are  either  myopic  or  hypermetropic,  but  one  is  more  so  than  the 
other.  (-3)  il/w/ecZ,  where,  for  example,  the  meridian  of  least  refraction 
is  hj'pcrmetropic,  and  the  one  of  greatest  refraction  is  myojiic. 

Blepharitis. — Inllammation,  with  the  formation  of  pustules  on 
the  edge  of  the  eyelids,  at  the  points  where  the  eyelashes  emerge 
from  the  skin,  with  inflammation  of  the  hair  follicles,  as  ^\%\^.  as 
of  the  skin. 

Blepharospasm. — Spasm  of  the  orbicularis  palpebrarum,  often 
very  markedly  present  in  superficial  strumous  ulcers  of  the  cornea 
(pldijdenular  conjunctivitis ). 

Bupthalmos  (Ox-Eye). — A  disease  probably  allied  to  glaucoma, 
which  comes  on  in  very  early  life,  affects  both  eyes,  and  causes 
great  defect  of  sight.  The  eye  is  enlarged  in  all  its  diameters, 
the  anterior  chamber  very  deep,  the  cornea  usually  hazy,  and  the 
tension  slightly  increased. 
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Cataract. — Opacity  of  the  crystalline  lens,  from  any  cause;  it 
is  due  to  some  change  in  the  composition  or  structure  of  the  lens 
fibres.  There  are  many  forms,  and  below  the  age  of  thirty-five 
years  are  all  soft,  but  above  this  age  are  usually  hard.  (1)  The 
Nuclear,  begins  in  the  centre  of  the  lens ;  usually  in  old  people, 
and  is  liard.  (2)  The  Cortical,  begins  in  the  superficial  parts,  as 
lines  or  triangular  patches,  shooting  in  towards  the  centre.  It 
begins  at  the  edge  of  the  lens,  and,  like  the  last,  is  usually  found 
in  old  people,  and  is  hard.  (3)  The  Lamellar  or  Zonular — In  this 
the  nucleus  and  the  superficial  layers  of  the  lens  are  clear,  but 
there  is  a  zone  of  opacity  between  them.  It  is  present  at  birth, 
and  wiU  probably  remain  stationary  for  life;  the  subjects  of  this 
condition  often  suffer  from  infantile  convulsions.  If  the  area 
affected  be  not  very  large,  perform  an  ividedomij  downwards  and 
inwards.  The  objection  to  this  is  the  slight  permanent  deformity. 
If  the  affected  area  nearly  involve  the  whole  cornea  then  remove 
by  ''solution,'"  letting  the  remains  of  the  lens  out  at  the  lower 
part.  This  is  one  of  the  most  risky  forms  of  cataract  operation. 
Only  do  one  eye  at  a  time,  and  Avatch  the  residt  very  carefully. 
(-1)  Pyramidal,  or  Anterior  Polar  —  A  small,  well-defined  spot 
in  the  middle  of  the  pupil,  at  the  anterior  pole  of  the  lens,  due 
to  a  pre\-ious  localised  infiammation  of  the  lens  cajDsulc  and  the 
layers  below  it ;  it  is  stationary,  and  is  the  result  of  iierforating 
ulcer  of  the  cornea,  usually  from  ophthalmia  neonatorimi.  (5)  The 
Posterior  Polar — This  begins  as  a  thin  laj^er  at  the  middle  of  the 
posterior  surface  of  the  lens.  It  is  often  associated  Avitli  disease 
of  the  interior  of  the  eye,  as  retinitis  pigmentosa,  disease  of  the 
vitreoits,  severe  choroiditis,  etc.  In  the  congenital  forms  of  cataract, 
nystagmus  is  often  present. 

Tor  Traumatic  Cataract,  A-ee  Discission. 

"  Cat's  Eye." — An  appearance  noticed  in  glioma  of  the  rctma. 
The  pupil  has  a  peculiar  glistening  appearance,  or  metallic-like 
lustre.  The  patient  is  usually  a  child,  and  the  mother  or  nurse 
notices  the  j^eculiar  appearance  of  the  pupil,  and  consults  the 
medical  attendant  about  it.  It  is  supposed  to  resemble  a  cat's 
eye.  In  the  earlier  stages  it  may  be  mistaken  for  suppurative 
choroiditis  ( "  srrufulous  deposit  ").  In  glioma,  however,  the 
tension  is  plus,  Avhereas  in  suppurative  choroiditis  it  is  minus. 
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Further,  in  glioma  the  growth  goes  ou  increasing,  destroys  the 
cornea,  and  projects  from  the  eyeball;  but  in  suppurative  choroiditis 
the  eyeball  soon  begins  to  shrinli. 

Chalazion. — A  little  cyst  or  tumour,  formed  by  obstruction  to, 
or  overgrowth  of,  a  meibomian  gland. 

Chemosis.  —  Effusion  into  the  cellular  tissiie  connecting  the 
conjunctiva  with  the  eyeball,  raising  it  in  a  ridge  around  the 
cornea :  it  accompanies  some  of  the  more  severe  forms  of  con- 
junctivitis, as  ophthahnia  neonatorum, 

Coredialysis. — A  tearing  away  of  the  iris  from  its  ciliary 
attachment,  as  from  a  blow  or  concussion,  but  without  rupture 
of  the  hard  coats  of  the  eye;  this  takes  place  because  the  iris 
is  not  very  firmly  adherent  at  its  insertion  (the  ligamentum 
jyectinatum). 

Corelysis. — An  operation  for  the  purpose  of  freeing  the  iris 
from  posterior  adhesions  to  the  front  of  the  lens  capsule,  eitlier  by 
means  of  a  spatula -like  hook  to  tear  them,  or  fine  cannula  scissors 
to  cut  them,  introduced  through  an  incision  at  the  corneal  margin, 
iisually  at  a  point  oj)posite  to  that  of  the  adhesion. 

Cyclitis. — ^Inflammation  of  the  ciliary  processes;  it  is  rarely 
found  alone,  but  is  usually  associated  Avith  inflammation  of  the 
iris,  sclerotic,  or  cornea.  The  signs  resemble  those  of  iritis,  but 
vision  is  more  impaired  than  one  Avould  expect  for  the  appear- 
ances present,  and  the  eye  in  the  ciliary  region  is  very  tender 
to  touch. 

DacPyo-Cystitis. — Inflammation  of  the  lachrymal  sac. 

Discission. — The  method  of  treating  cataract  by  solution.  The 
pupil  is  first  dilated,  then  a  needle  is  introduced,  and  the  capsule 
of  the  lens  lacerated,  and  the  lens  substance  broken  up;  it  is  then 
gradually  absorbed  by  the  action  of  the  aqueous  humour.  It  is 
also  called  Keratonyxis.  Severe  blows  on  the  eye  may  also 
rupture  the  lens  capsule,  when  the  aqueous  humour  enters  and 
is  imbibed  by  the  lens  fibres,  ^vhich  swell  up,  speedily  become 
oiiaque,  disintegrate,  and  arc  finally  absorbed:  this  is  called 
traumatic  cutarad. 

Disticiliasls. — Where  there  seem  to  Ije  two  rows  of  eyelashes; 
one  is  in  the  normal  position,  the  other  is  misdirected  and  rubs 
against  the  globe. 


544 


Applied  Anatomy : 


Ectropion. — Eversion  of  the  edge  of  the  lid  or  lids. 

Em  metro  pi  a.— Normal  vision.  When  the  accommodation  is 
relaxed,  parallel  rays,  or  rays  from  distant  objects,  are  focussed 
on  the  retina;  but  divergent  rays,  or  rays  from  a  near  object,  are 
focussed  behind  the  retina. 

Entropion.— Inversion  of  the  border  of  the  eyelids,  from  any 
cause,  such  as  organic  change  in  the  tissue  of  the  lids  or  spasm  of 
the  orbicularis. 

Exclusion  of  Pupil.— Where  the  whole  pupillary  margin  or  the 
entire  posterior  surface  of  the  iris  is  adherent  to  the  lens  capsule; 
also  called  ''toial  posterior  synechia." 

Hemeralopia.—"  Day-blindness;"  occasionally  met  with  in 
persons  from  the  East  or  West  Indies. 

Hypermetropia.— Tlie  "  long  sight "  of  young  people.  Parallel 
rays,  ^vheu  the  accommodation  is  relaxed,  are  not  focussed  on, 
but  fall  behind  the  retina,  and  therefore  to  see  distant  objects 
the  patient  must  use  active  accommodation.     It  is  duo  either 
to  dehcient  refractive  power,  or  else  to  sliortness  of  tlie  antero- 
posterior axis  of  the  eyeball;  hence  there  is  a  constant  strain  of 
accommodation.    It  always  dates  from  birth  and  does  not  increase 
aftenvards,  and  often  causes  convergent  squint,  from  the  excess  of 
accommodation  required.    It  is  measured  by  the  refractive  power 
of  the  strongest  convex  letis  through  which  he  can  see  distant 
objects  clearly.    It  may  be — (1)  Manifest,  or  that  part  of  accom- 
modation that  the  patient  can  voluntarily  relax,  but  he  never 
relaxes  his  power  of  accommodation  completely :  this  is  measured 
by  the  strongest  convex  lens  through  which  he  can  see  distant 
objects  clearly.     After  having  noted  this,  then  put  atropia  into 
his  eye,  when  he  will  now  see  clearly  through  a  stronger  convex 
lens  than  before;  this  is  called  (2)  Latent  hypermetropia  =  that 
masked  by  accommodative  effort,  and  which  he  is  unable  to  sus- 
pend at  will.    The  manifest  and  the  latent  added  together  give 
the  Total  hypermetropia. 

Hyphaema. — Blood  in  the  lower  part  of  the  anterior  chamber. 

Hypopyon. — Pus  in  the  lower  part  of  the  anterior  chamber; 
often  associated  with  the  superficial  spreading  septic  ulcer  of  the 
cornea  ("Serpiginous  Ulcer"). 

Irideremia,  Congenital, — Congenital  absence  of  the  iris. 
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Iridodesis. — A  method  adopted  by  Mr  Critchett  for  making 
an  artificial  piipil.  A  loop  of  iris  is  drawn  out  tbrough.  a  small 
opening  and  strangulated  by  a  noose  of  fine  waxed  silk  ligature; 
it  is  difficult  to  do,  but  leaves  a  A^ery  neat  opening.  It  is,  how- 
ever, apt  to  be  followed,  it  may  be  years  after,  by  inflammation  of 
the  iris  and  ciliary  processes — irido-cyclitis,  and  even  sympathetic 
ophthalmia  of  the  other  eye. 

Iridotomy,  or  Iritomy.  —  Another  method  of  operating  for 
artificial  pupil,  but  is  limited  to  cases  where  the  lens  is  absent. 
An  incision  is  made  through  the  cornea  and  sclerotic  junction  at 
a  point  furthest  from  that  part  of  the  eye  where  the  artificial  pupil 
is  to  be.  The  iritomy  scissors  is  next  introduced  closed,  and  when 
near  the  iris  it  is  opened,  and  the  sharp-pointed  blade  either  passed 
behind  the  iris  or  made  to  perforate  it;  the  iris  is  then  divided 
by  a  single  snip  as  nearly  as  may  be  across  its  fibres,  which  then 
retract  and  leave  an  elliptical  opening.  It  is  used  after  cataract 
extraction,  in  cases  where  the  iris  has  become  tightly  fixed  in  the 
scar  tissue,  either  from  iritis  or  prolapse. 

Iris,  Tremulous  (Iridodonesis). — A  condition  in  -which  the  iris 
is  seen  to  tremble  or  shake  about  with  every  movement  of  the 
eye,  having  lost  its  firm  posterior  support.  It  is  found,  therefore, 
in  cases  Avhere  the  lens  is  displaced,  or  where  the  vitreous  humour 
is  unusually  fluid,  as  from  disease  of  the  choroid,  and  after  cataract 
extraction. 

Keratitis. — Inflammation  of  the  cornea;  the  common  form  is 
interstitial  syphilitic  keratitis,  which  shows  no  tendency  either  to 
pus  formation  or  to  ulceration.  It  is  most  common  between  the 
ages  of  six  and  sixteen.  Its  course  is  very  slow,  and  it  is  apt  to 
cause  myopia. 

Leucoma. — A  dense,  white,  opaque  spot  on  the  cornea,  left 
after  the  healing  of  an  ulcer;  if  the  opacity  be  very  faint,  it  is 
called  nebula. 

Lippitudo. — A  raw  irritable  condition  of  the  edge  of  the  eye- 
lids, following  the  loss  of  all  the  eyelashes,  as  in  blepharitis 
ciliaris. 

"  Live  Blood." — Spontaneous  twitching,  especially  of  the  lower 
lid,  met  with  in  some  cases  of  hypermetropia,  when  the  digestion 
is  out  of  order. 
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Myosis. — Persistent  contraction  of  the  pupil;  this  is  found 
in  hypera3sthesia  of  the  retina,  in  cases  also  where  the  vessels  of 
the  iris  are  full  of  blood,  in  cases  of  nervous  disease  where  tlie 
sympathetic  fibres  to  the  iris  are  paralysed,  or  where  the  third  is 
stimidated,  in  cerebral  concussion,  and  from  the  use  of  drugs,  as 
Calabar  bean,  locally— opium  and  chloral  liydrate,  internally. 

Myopia.—"  Short-sightedness."  Parallel  rays  are  brought  to  a 
focus  in  front  of  the  retina  even  when  all  accommodative  efforts 
are  suspended.  It  is  usually  due  to  elongation  of  the  antero- 
posterior axis  of  the  globe.  Distant  objects  cannot  be  seen,  but 
near  objects  can  if  held  close  to  the  eye.  The.  amount  is  measured 
by  the  refractive  power  of  the  loeakest  concave  lens  that  enables 
the  eye  to  discern  distant  objects  distinctly— an  object  twenty  feet 
off.  In  myopic  patients  there  is  a  great  liability  to  liquefaction 
of,  and  opacities  in,  the  vitreous,  cortical  cataract,  and  detachment 
of  the  retina. 

Nyctalopia.— "Night  blindness,"  or  want  of  sight  in  the  dusk; 
vision  is  good  in  bright  light,  but  in  the  dusk  require  to  be  led. 
This  condition  is  found  in  retinitis  ingmentosa,  and  sometimes  in 
syphilitic  choroido-retinitis. 

Nystagmus. — Involuntary  oscillating  movement  of  the  eyes: 
associated  with  congenital  defects  of  sight,  or  defects  produced  soon 
after  birth — e.g.,  by  ophthalmia  neonatorimi.  It  is  also  found  in 
coal-miners,  and  in  some  forms  of  cord  disease. 

"  Occlusion  "  of  Pupil.— When  the  orifice  is  filled  up  by  inflam- 
matory products,  which  organise  into  a  thin  membrane. 

Onyx. — Pus  between  the  lameUaj  of  the  cornea,  which  usually 
sinks  to  the  lowest  part. 

Ophthalmia. — All  forms  of  inflammation  of  the  conjunctiva  are 
included  in  this  term. 

Ophthalmoplegia.— Paralysis  of  the  muscles  of  the  eyeball. 
(1)  Ophthalmoplegia  externa  =  paralysis  of  all  the  external  muscles 
of  the  eye,  met  with  sometimes  in  locomotor  ataxy,  syphilis, 
diphtheria,  cold,  and  alcohol.  (2)  Ophthalmoplegia  interna  = 
paralysis  of  the  three  internal  muscles  of  the  globe  —  ciliary 
muscle,  dilator,  and  sphincter  pupillee.  When  the  ciliartj  muscle 
alone  is  afi'ected,  it  is  called  Cycloplegia;  when  the  muscles  of  the 
iris  alone,  Iridoj)legia. 
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Panophthalmitis. — Purulent  inflammation  of  the  interior  of 
the  globe  ;  it  usually  starts  as  a  septic  traumatic  cyclitis. 

Photophobia. — Fear  or  intolerance  of  light;  very  weU  seen  in 
superficial  strumous  ulcers  of  the  cornea. 

Photopsia. — An  appearance  or  sense  of  light,  from  internal 
causes  (a  subjective  sensation). 

Pinguecula. — A  small  yellomsh  fatty-like  spot  close  to  the 
inner  or  outer  edge  of  the  cornea. 

Presbyopia. — The  "long  sight"  of  old  people.  It  is  an 
afiection  of  accommodation,  due  to  weakness  of  the  cihary  muscle, 
and  other 'alterations  in  the  interior  of  the  eye.  Patients  thus 
afiected  hold  objects  further  from  the  eye  than  usual,  and  try  to 
get  into  a  good  light. 

Pterygium. — A  triangular  patch  of  thickened  ocular  conjunctiva, 
the  apex  of  which  encroaches  upon  the  cornea. 

Ptosis. — Drooping  or  falling  of  the  upper  eyehd,  as  from 
paralysis  of  the  third  nerve. 

Scotoma. — An  area  of  defect  or  blindness  in  the  visual  field. 

Staphyloma. — A  bulging  of  the  sclerotic  or  cornea  in  front,  of 
the  sclerotic  behind,  and  therefore  spoken  of  as  anticus  and  postictis. 

Stye  (Hordeolum). — A  little  boil  at  the  edge  of  the  eyelid, 
due  either  to  suppurative  inflammation  of  the  connective  tissue  or 
of  one  of  the  meibomian  glands. 

Symblepharon. — Adhesion  of  the  palpebral  and  ocular  surfaces 
of  the  conjunctiva,  as  from  burns  or  scalds,  by  fire  or  caustics. 

Synechia. — Adhesion  of  the  iris  to  the  lens  capsule  or  the  back 
of  the  cornea,  either  by  tags  here  and  there  or  all  the  way  round ; 
if  to  the  lens  capsule,  it  is  called  posterior;  to  the  back  of  the 
cornea,  anterior. 

Trachoma.  —  Another  name  for  granular  lids  or  granular 
ophthalmia.    It  is  probably  due  to  a  micro-organism. 

Trichiasis. — A  condition  Avhere  the  eyelashes  are  misdirected 
and  rub  against  the  globe. 

"Yellow  Gum,"  the  popular  name  for  ophtlialinia  neonatormn, 
probably  because  the  pus  is  yellow,  and  gums  the  lids  together. 
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CHAPTER  XLVIII. 
ADDENDA. 

]\rANY  of  the  points  in  this  Chapter  have  been  inadvertently  left 
out  in  the  body  of  the  book. 

Annandale's  Operation  for  Displaced  Semilunar  Cartilage.— 
Instruments  reciuired. — A  knife,  artery  forceps,  ligatures,  dissecting 
forceps,  blunt  hooks,  sponges,  sutures,  needles,  and  dressings. 

A  transverse  Incision  is  made,  parallel  with,  and  just  over,  the 
liead  of  the  tibia,  and  the  disjjlaced  cartilage,  on  the  injured  side. 
The  incision  extends  from  near  the  edge  of  the  liganientum  patell£e 
backwards  for  about  three  or  four  inches.  If  this  does  not  expose 
the  cartilage  projierly,  it  may  be  supplemented  by  another  incision, 
at  right  angles  to  it,  upwards  or  downwards  as  the  case  may 
re(]^uire.  The  various  structures  are  cut  through,  tiU  the  capsule 
of  the  joint  is  exposed;  aU  bleeding  vessels  are  then  secured,  and 
the  joint  opened.  The  displaced  cartilage  is  next  hooked  into  the 
wound,  by  means  of  a  blunt  hook,  and  stitched  to  the  periosteum 
of  the  head  of  the  tibia  with  catgut  sutures.  The  wound  is  then 
closed,  and  dressed  antiseptically.  In  certain  cases,  where  the 
cartilage  seems  affected  with  fatty  degeneration.  Professor  Annan- 
dale  removes  it  altogether.  This  does  not  seem  to  affect  the 
usefulness  of  the  joint  in  the  very  least  (see  vol.  i.,  page  405). 

Annandale's  Operation  for  Displaced  Cartilage  of  the  Lower 
Jaw. — A  slightly-curved  incision,  three-quarters  of  an  inch  long, 
is  made  over  the  posterior  edge  of  the  lateral  ligament,  and  carried 
do^vn  to  the  capsule.  All  bleeding  vessels  are  then  tied,  the  capsule 
opened,  and  the  cartilage  seized  and  drawn  into  position.  It  is  then 
stitched  to  the  periosteum  and  other  tissues,  at  the  outer  margin, 
by  catgut  sutures  (see  vol.  ii.,  page  41). 
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Ogston's  Operation  for  Flat- Foot— In  cases  of  flat-foot,  tlic 
treatment  will  necessarily  vary  with  circumstances. 

1.  In  the  acute  and  painful  stage,  absolute  rest  is  necessary, 
till  all  the  acute  symptoms  and  pain  subside.  It  is  worse  than 
useless  to  attempt  to  do  anything  else  in  this  stage. 

2.  When  the  acute  symptoms  have  subsided,  and  provided 
"  stiff  big-toe  "  be  absent,  then  the  proper  treatment  is  calisthenics 
for  the  feet.  The  patient  must  practise  rising  on  tip-toe  several 
times  a-day,  and  then  attempt  to  walk  on  tij)-toe — in  short,  he  must 
endeavour  to  execute  the  various  movements  of  an  accomplished 
ballet-dancer. 

3.  In  cases  where  the  jjatient  has  much  standing  during  the 
day,  he  should  be  provided  with  an  artificial  arch,  to  give  him 
support,  tvMle  he  is  standing.  In  the  evening  he  should  remove 
the  arch,  and  practise  foot  calisthenics.  It  should  be  remembered 
that  an  artificial  arch,  while  it  may  prevent  the  condition  becoming 
worse,  will  not  cure  the  deformity;  besides,  in  many  cases,  the 
patient  is  unable  to  wear  it. 

4.  In  those  cases  where  "  stiff  big-toe  "  is  present,  it  will  be 
impossible  to  adopt  calisthenic  treatment.  For  this  class  of  cases, 
Professor  Chiene's  plan  should  be  adopted — viz.,  to  insert  a  rigid, 
slightly-curved  steel  plate  into  the  sole  of  the  boot.  This  prevents 
aU  pressure  on  the  tip  of  the  big-toe,  and,  consequently,  all  move- 
ment at  the  painful  joint — the  metatarso-phalangeal  of  the  big-toe. 
In  certain  cases,  Ogston's  operation  may  be  adopted. 

5.  Ogston's  Operation. — An  incision  is  made  along  the  inner 
side  of  the  foot,  into  the  mediotarsal  joint,  the  soft  parts  shelled 
off  the  bones,  so  as  to  expose  the  articulation  sufficiently,  and 
then,  by  means  of  an  ordinary  chisel,  the  head  of  the  astragalus 
and  the  back  of  the  scaphoid  are  denuded  of  their  cartilage,  so  as 
to  be  adapted  for  osseous  ankylosis.  In  old  cases  of  the  deformity, 
the  head  of  the  astragalus,  groAvn  out  of  shape,  lias  to  be  rounded 
off,  so  that  it  can  be  restored  to  its  proper  position  before  the  arch, 
of  the  foot  can  be  replaced  in  its  original  shape.  An  assistant 
holds  the  arch  in  the  right  position,  and  then  two  pegs  of  carefully 
disinfected  ivory,  three  inches  long,  are  hammered  into  two  holes 
drilled  through  the  scaphoid  and  astragalus.  This  fixes  the  arch, 
and  when  the  spare  ends  of  the  pegs  have  been  nipped  off,  and 
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the  ■vvouud  sutured,  the  joint  heals,  by  bony  ankylosis,  under  ii 
plaster-of -Paris  bandage  (see  vol.  i.,  page  407). 

Watson  Cheyne's  Operation  for  Bunion.— After  the  parts  have 
been  thoroughly  disinfected,  a  longitudinal  incision  is  made  over 
the  inner  and  dorsal  surface  of  the  metatarso-phalangeal  joint,  the 
soft  parts  being  divided  down  to  the  bone.  The  periosteum  on 
the  inner  side  is  then  stripped  away,  and  a  vertical  slice  of  the 
tliickcned  bone  sawn  off,  a  small  portion  of  the  articular  surface 
being  also  removed.  A  portion  of  the  subcutaneous  tissues  on  the 
inner  side  of  the  joint  may  also  be  removed.  The  toe  is  then 
brought  straight  and  pressed  upwards.  The  wound  is  next  stitched, 
antiseptic  dressings  applied,  and  two  splints  fixed,  one  on  the 
inner  side  to  keep  the  toe  inwards,  and  one  beneath  to  keep  it 
upwards.  After  the  M'ound  has  healed  the  foot  may  be  put  up 
in  some  permanent  dressing — e.g.,  silicate  bandages.  Mr  Cheyne 
states  that  the  essential  cause  of  the  j/ersisteiice  of  a  bunion  is  the 
thickening  of  the  end  of  the  metatarsal  bone,  and  this  thickened 
mass  must  be  removed  before  a  cure  can  be  attempted.  The  toe  is 
displaced  in  a  two-fold  direction — everted  and  depressed,  so  that  it 
must  be  pressed  upwards  as  well  as  drawn  inwards. 

The  original  cmm  of  bunion  is  badly-fitting  boots — narrow-toed 
and  taj^ering  along  the  inner  border  of  the  foot.  The  big  toe  is. 
pressed  outwards,  and  tlie  bursa  that  naturally  exists  over  the  ball 
of  the  great  toe  is  irritated  and  becomes  inflamed.  If  the  patient 
will  submit  to  wear  easily-fitting,  though  probably  ugly,  boots  no 
operation  need  be  performed  at  all  (see  vol.  ii.,  page  194). 

Bursae. — In  addition  to  the  usually  recognised  bursre  about  the 
hands  and  feet,  the  late  Professor  >SY>tB  pointed  out  tliat  there 
was  a  series  of  superficial  hcma;  just  under  the  integument 
over  all  the  joints  of  the  fingers  and  toes.  Even  the  so-called 
adventitious  bursie,  met  Avith  over  the  external  malleolus  in  tailors 
("  Tailors'  bursa"),  and  on  tlie  outer  border  of  the  foot  in  cases  of 
aggravated  talipes  equino-varus,  he  stated,  were  only  enlargements 
of  previously  existing  bursas 

Maclaren's  Operation  for  Varicose  Veins.  —  Dr  Macxaekn 
believes  that  varicose  veins  are,  to  a  great  extent,  due  to  laxity 
of  the  integumentary  structures,  and  that,  if  this  does  not  pre- 
dispose to  them,  it  certainly  keeps  up  the  condition.    As  a  means, 
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therefore,  of  radical  cure,  in  cases  of  varicose  veins  of  tlie  leg,  lie 
removes  an  elliptical  portion  of  skin  from  the  calf.  This  braces 
up  and  supports  the  varicose  veins,  like  a  well-fitting,  natural  elastic 
stocking  (see  vol.  ii.,  page  173). 

Hare's  Angle.  —  Professor  Hare  states  that  the  fissure  of 
lioi-AXoo  forms  an  angle  of  sixty-seven  degrees  with  the  sagittal 
suture.  This  angle  can  very  easily  be  found  by  means  of  an 
ordinary  half  sheet  of  paper,  or  the  corner  of  a  newspaper  for  that 
matter— in  short,  any  piece  of  soft  material  cut  at  a  right  angle. 
The  right  angle  is  first  bisected  liy  carefully  doubling  the  paper 
over.     After  this  the  paper  is  again  folded  so  as  to  bisect  the 


Fig.  235. 
Hare's  Angle. 


Lino  to  be  l:iid 
along  the 
Safnttal 
Suture. 


Liiic  indicat- 
ing Fissvirc, 
3J  in.  long. 


Line  bisecting  the  Uight  Angle. 


angles  of  forty-five  degrees  first  formed.  The  right  angle  is  thus 
divided  into  four  equal  angles  of  22-o  degrees  each.  Three  of 
tlicsc  arc  added  together,  which  gives  an  angle  of  GT'o  degrees, 
which  is  near  enough  for  all  practical  purposes.  The  edge  of 
the  paper  is  tlieii  laid  upon  the  sagittal  suture,  so  that  the  angle 
corresponds  with  the  point  that  indicates  the  upper  end  of  the 
fissure  of  Rolando — viz.,  half-an-inch  behind  a  point  midway 
between  the  root  of  the  nose  and  the  external  occipital  pro- 
tuberance. The  fissure  passes  downwards  and  forwards  for  three 
and  three-quarter  inches  (Fig.  235 ;  sec  also  vol.  ii.,  page  78). 
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"Wilde's  Line."— This  is  a  line  di-awn  from  the  apex  of  tlie 
mastoid  process  upwards  at  right  angles  to  the  sagittal  suture.  It 
is  about  half  or  three-quarters  of  an  inch  from  the  auricle.  It 
is  in  this  line  that  "Wilde's  incision"  is  made,  in  cases  where 
it  is  necessary  to  cut  down  to  the  mastoid  process  in  ear  disease, 
as  it  is  behind  the  posterior  auricular  artery.  It  is  also  a  very 
useful  guide  in  the  operation  of  trephining  the  mastoid  antrum. 
The  trephine  or  gimlet  is  entered  in  this  line,  on  a  level  with  the 
upper  border  of  the  external  auditory  meatus,  and  then  worked 
in  a  direction  parallel  with  the  meatus,  i.e.,  inwards,  forwards, 
and  slightly  upwards.  Mr  Treves  introduces  a  pencil  into  the 
meatus,  and  then  keeps  the  shaft  of  the  gimlet  parallel  with  that. 
A  gimlet  is  much  better  than  a  trephine,  as  one  has  more  command 
over  it.  The  antrum  varies  in  size  from  a  pea  to  a  small  bean.  In 
Kg.  119  (see  vol.  i.,  page  57G),  it  is  three-sixteenths  of  an  inch  in 
height,  and  five-eighths  of  an  inch  in  length. 

Its  Outer  Bony  Wall. — The  petro-squamous  suture  closes  duiing 
tlie  first  year  of  extra-uterine  life.  Its  existence  during  that 
period,  however,  is  no  doubt  a  very  frequent  cause  of  death  from 
ear  disease  in  the  case  of  children.  In  the  foetus  there  is  hardly 
any  mastoid  process,  and  the  outer  wall  of  the  antrum  is  very  thin. 
About  this  period  the  mastoid  process  begins  to  grow  in  a  peculiar 
manner.  There  is  a  continuous  formation  of  new  bone  from  the 
periosteum,  which  is  laid  down  layer  after  layer  on  the  surface 
of  the  old,  so  that  the  external  and  inferior  walls  of  the  antrum 
become  gradually  thicker  and  thicker.  In  a  new-born  child,  the 
outer  wall  is  only  1  or  2  mm.  thick ;  by  the  age  of  five  years 
it  is  about  6  mm.,  while  at  nine  or  ten  years  of  age,  it  is  about 
1  cm.  deep  (Symington).  In  the  adult,  it  is  about  1-5  cm.  deeji, 
or  three-fifths  of  an  inch.  The  new  bone  is  at  first  finely  can- 
cellous. About  puberty  this  tissue  undergoes  a  process  of  partial 
absorption,  by  which  it  is  converted  into  a  number  of  commimi- 
cating  air  cells,  which  are  lined  by  a  delicate  mucous  membrane. 
In  the  adult,  the  chances  of  extension  of  the  inflammation  to 
the  lateral  sinus  are  much  greater  than  in  children.  In  cliildren 
there  is  a  thick  layer  of  fine  cancellous  tissue  between  the  mastoid 
antrum  and  the  lateral  sinus ;  but  this  may  be  converted  in  the 
adult  into  air  cells,  some  of  which  are  only  separated  by  very 
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thiu  bony  septa  from  the  siuus  (Symington).  Intra-cranial  com- 
plications more  often  follow  disease  of  tlie  middle  ear  on  the 
right  side,  because  the  right  lateral  sinus  is  larger  than  the  left, 
and  consequently  the  bony  wall  between  it  and  the  mastoid  cells  is 
thinner  than  on  the  left  side  (Korner).  Middle  ear  disease  in  early 
life  is  a  common  cause  of  Deaf-mutism.  Mr  Hulke  has  specially 
pointed  out  that  hemiplegia,  coming  on  with  signs  of  compression 
many  weeks  after  a  head  injury,  indicates  very  certainly  the  exist- 
ence of  a  cerebral  abscess  (see  vol.  i.,  page  574). 

In  opening  an  Abscess  of  the  Middle  Ear,  an  incision  is  made 
through  the  lower  and  posterior  part  of  the  membrane  tympani, 
for  reasons  already  pointed  out  (see  vol.  i.,  page  559).  In  this 
connection,  observe  the  size  of  the  tympanic  cavity.  It  measures 
about  five  lines  from  before  backwards,  three  lines  in  the  vertical 
direction,  and  between  two  and  three  in  the  transverse — that  is, 
not  quite  a  quarter  of  an  incli.  The  width  of  the  tympanum 
varies  from  one-twelfth  to  one-sixth  of  an  inch  (Quain).  It  is  a 
little  broader  behind  and  above  than  it  is  below  and  in  front. 
Kow,  unless  the  Surgeon  be  careful,  he  is  apt  to  introduce  the 
knife  too  deeply  and  strilce  the  inner  wall,  the  result  being  that 
he  punctui'es  or  divides  the  facial  nerve,  an  accident  that  has 
actually  happened. 

Cerebral  Abscess. — It  is  only  when  the  abscess  is  circumscribed 
that  we  meet  with  the  characteristic  symptoms  (see  vol.  i.,  p.  570). 
The  moment  the  pus  bursts  its  limiting  wall,  whether  into  the 
brain  substance  or  into  the  lateral  ventricles,  the  symptoms  entirely 
change.  Instead  of  low  temperature,  slow  pulse,  and  coma,  we 
find  a  high  temperature,  severe  pain,  rapid  pulse,  and  delirium ; 
the  same  symptoms  are  also  observed  in  pyremic  abscesses — e.g., 
in  lUcerative  endocarditis,  which  has  been  mistaken  for  acute 
mania.  The  tension  in  cerebral  abscesses  is  often  so  great  as  to 
be  almost  past  belief.  ]\Ir  IIulke  says  he  has  seen  the  pus  ejected 
with  such  violence  as  not  only  to  bespatter  the  operator,  but  to  be 
driven  half-way  across  the  operating-room. 

Lymphatic  Glands  of  the  Neck. — In  speaking  on  this  matter 
(see  vol.  ii.,  p.  131),  I  ought  to  have  pointed  out  more  particularly 
the  glands  often  found  in  the  middle  line  of  the  neck.  There  is 
one  just  below  the  symphysis  menti,  another  about  the  region  of 
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tho  crico-tliyroid  membrane,  and  a  third  just  above  the  episternal 
notch.  Any  of  these  may  suppurate,  wlien  we  will  have  an  abscess 
in  tho  middle  line. 

Spinal  Accessory  Nerve.  — The  siyinal  j^ortion  of  this  nerve 
arises  from  the  lateral  tract  of  the  cord,  as  low  down  as  tlie  sixth 
cervical  nerve.  It  ascends  hetwem  the  Ur/amenhim  denticulatum 
and  the  posterior  roots  of  the  spinal  ncrvps,  enters  the  skull  through 
tlic  foramen  magnum,  and  joins  the  accessory  portion.  This  nerve 
supplies  the  sterno-mastoid,  and  communicates,  in  tlie  substance 
of  that  muscle,  with  the  titird  cervical  nerve.  In  the  occipital 
portion  of  the  posterior  triangle  of  the  neck,  it  communicates  with 
the  second  and  third  cervical  nerves;  and,  after  passing  under  the 
trapezius,  it  is  joined  by  branches  from  the  third,  fojirth,  and  fifth 
cervical  nerves. 

Cerebral  Sinuses.— These  are  fifteen  in  all— five  single  and 
five  paired. 

The  Single  Sinuses  are : — 

1.  The  Superior  Longitudinal,  which  runs  along  the  uj^per 
border  of  the  falx  major,  from  the'  crista  galli  to  the  internal 
occipital  protuberance.  It  commences  in  a  small  vein,  which, 
enters  the  skull  from  llic  nose  through  the  foramen  cfccuni.  On. 
section,  it  is  triangular,  with  the  base  of  the  triangle  upwards. 
Its  tributary  veins  open  into  it  at  acute  angles  from  behind 
forwards — i.e.,  contrary  to  the  current  of  blood  in  the  sinus  itself. 
AVithin  the  sinus  arc  small  tendinous  cords — chorda.'  "Willisii. 

2.  Tlie  Inferior  Lontjitudinal,  which  runs  along  the  lower 
border  of  the  falx  major,  as  far  as  the  tentorium  cerebelli,  and 
tliere  opens  into  the  straight  sinus. 

3.  The  Straight  Sinus  runs  along  the  junction  of  the  falx  major 
with  the  tentorium.  It  is  formed  by  the  reins  of  Galen  and  the 
inferior  longitudinal  sinus,  and  opens  into  the  torcular  Ilerophili, 
thus  connecting  the  two  longitudinal  sinuses  together.  The  veins 
of  Galen  return  the  blood  from  the  lateral  ventricles,  the  basal 
ganglia,  and  the  interior  of  the  brain  generally. 

4.  27ie  Circidar  Si^ms  surroiinds  the  pituitary  body  in  the  sella 
turcica,  and  forms  a  communication  between  the  two  cavernous 
sinuses. 
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a.  'Hie  Transverse  or  Basilar  Sinus  crosses  the  basilar  process, 
and  forms  a  communication  between  tlie  two  inferior  petrosals. 

The  Paired  Sinuses  are  : — 

1.  The  Cttvemous  Sinuses  (see  vol.  i.,  page  519). 

2.  The  Infer im-  Petrosal  Sinuses  pass  from  the  cavernous  sinus 
and  open  into  the  lateral  sinus  outside  tlic  skull,  passing  through 
the  jugidar  foramen,  in  front  of  the  eighth  pair  of  nerves.  They 
groove  the  contiguous  margins  of  tlie  petrous  part  of  the  temporal 
bone  and  the  occipital  bone. 

3.  The  Superior  Petrosal  Sinuses  pass  from  the  cavernous  sinus 
along  the  upper  border  of  the  petrous  part  of  the  temporal  bone 
to  the  lateral  sinus.  The  petrosal  sinuses  are  apt  to  be  torn  in 
fractures  of  the  petrous  portion  of  the  temporal  bone — giving  rise 
to  the  passive  form  of  cerebral  hjemorrhage,  as  opposed  to  the 
active  arterial  form. 

4.  Tlie  Occipital  Sinuses  are  found  along  the  attachment  of  tlie 
falx  cerebelli. 

5.  The  Lateral  Sinuses  are  the  largest  of  the  cerebral  sinuses, 
and,  commencing  at  the  torcular  Herophili,  take  a  curved  course  • 
to  the,  jugular  foramen  on  each  side.  Each  sinus  grooves  the 
following  bones — occipital,  parietal,  temporal,  and  occipital  again. 
The  sinuses  receive  the  mastoid  veins  through  the  mastoid 
foramina,  and  end  in  the  internal  jugular  \Gms,  practically  return- 
ing the  whole  of  the  blood  from  the  brain.  Just  external  to  the 
jugidar  foramen,  the  lateral  sinus  is  joined  by  the  inferior- petrosal, 
this  coalescence  forming  the  internal  jugular  vein. 

The  most  important  sinuses,  from  a  Surgical  point  of  view,  arc 
the  cavernous  and  the  lateral.  The  former,  because  of  abscesses 
and  tumours  in  the  temporo-sphenoidal  lobes,  causing  pressure 
upon  them ;  and  the  latter,  because  of  the  great  risk  of  mastoid 
disease  giving  rise  to  septic  thrombosis  and  pyicmia. 

Sinuses  differ  from  Veins— (1)  Because  they  are  enclosed  in 
sheath.^  of  dura  mater,  to  which  they  are  firmly  attached,  so  that 
they  remain  patent  when  divided ;  further,  they  have  no  muscular 
coat.  (2)  They  have  no  valves.  (3)  Tlic  veins  open  uito  them  in  a 
direction  contrary  to  the  flow  of  the  blood  within  them. 
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Applied  A  natomy : 


Articulations  of  the  Carpal  Bones.— The  bones  of  the  carpus 
are  eight  in  number,  and  are  arranged  in  two  rows,  thus :  

Radius. 

Scaphoid.       Semilunar.       Cuneiform.  Pisiform. 
Trapezium.       Trapezoid.       Os  magnum.  Unciform. 

Fig.  236. 
Articulation  of  Carpal  Bones. 


EiidhiK- 


Triaiigijlir 
Cartilage. 
♦  First  Row. 


V      Second  Hoi 


 Jletiicarpiil 

Boues, 


Articulations.— (Fig.  236). 

First  Row. 

1.  Scaplioid.- — FiA'e  bones. 

Eadius,  trapezium,  trapezoid,  os  magnum,  and  semilunar. 

2.  Semilunar. — Five  bones. 

Eadius,  os  magnum,  unciform,  scaphoid,  and  cuneiform. 

3.  Cuneiform. — Three  bones. 

Semilunar,  pisiform,  and  unciform.    Above,  it  articidates 
Avith  the  triangular  fibro-cartilage. 
Pisifurm. — One  bone. 
The  cuneiform. 

Second  Row. 

1.  Trapenum. — Four  bones. 

Scaphoid,  trapezoid,  and  the  first  and  second  metacarpal 
bones. 
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2.  Trapezoid. — Four  bones. 

Scaphoid,  second  metacarpal,  trapezium,  and  os  magnum. 

3.  Os  Magnum. — Seven  bones. 

Scaphoid,  semihmar,  second,  third,  and  fourth  metacarpals, 
trapezoid,  and  unciform. 

4:.  Unciform. — Five  bones. 

Semihmar,  fourth  and  fifth  metacarpals,  cuneiform,  and 
os  magnum. 

Articulations  of  tlie  Tarsal  Bones.— The  bones  of  the  tarsus 
are  seven  in  number  : — 

Articulations. 

1.  Os  Calcis. — Two  bones. 

Astragalus  and  cuboid. 

2.  Ouhoid. — Four  bones. 

Os  calcis,  external  cuneiform,  and  the  fourth  and  fifth 
metatarsals.    Sometimes  it  touches  the  scaphoid. 

3.  Astragalus. — Four  bones. 

Tibia,  fibula,  os  calcis,  and  scaphoid. 

4.  Scaphoid. — Four  bones. 

Astragalus  and  the  three  cuneiform  bones.  Sometimes 
it  touches  the  cuboid. 

5.  Internal  Cuneiform. — Four  bones. 

Scaphoid,  middle  cuneiform,  and  the  first  and  second 
metatarsals. 

G.  Middle  Cuneiform. — Four  bones. 

Scaphoid,  the  internal  and  external  cuneiform,  and  the 
second  metatarsal. 

7.  External  Cuneiform. — Six  bones. 

Scaphoid,  middle  cuneiform,  cuboid,  and  the  second, 
third,  and  fourth  metatarsal  bones. 

It  will  be  observed,  that  the  tarsal  bones,  on  an  average, 
articulate  with  four  bones  each,  but  that  the  first  (the  os  calcis) 
articulates  with  two  less  than  the  average,  while  the  last  (the 
external  cuneiform)  articulates  with  two  m,ore  than  the  average. 
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Applied  Anatomy: 


Salivary  Fistula.  —  Deguise's  Operation.  —  As  already  stated 
(see  vol.  ii.,  page  29),  in  order  to  cure  this  condition,  we  must 
make  it  easy  for  the  saliva  to  go  the  right  way;  in  other  words, 
to  make  the  opening  into  the  mouth  large  and  free.  A  silk  thread 
of  some  length  is  taken,  and  a  needle  attached  to  each  end.  One 
needle  is  then  passed  through  the  fistula,  and  directed  inwards  and 
backwards  through  the  cheek  into  the  mouth,  and  the  end  of  the 
thread  brought  out ;  the  other  needle  is  next  to  be  passed  through  ^ 
the  fistula  in  a  similar  manner,  but  must  be  directed  inM'ards  and 
forwards.  In  this  way  a  wedge-shaped  piece  of  tissue  of  the  inner 
surface  of  the  cheek  is  included  in  the  loop  of  the  thread  (Fig.  237). 


Fig.  237. 
Operation  for  Salivary  Fistula. 


The  two  ends  are  then  to  be  tied  tightly  inside  the  mouth,  and 
the  knot  is  alloAved  to  ulcerate  through  the  included  tissue  into 
the  cavity  of  the  mouth.  In  this  way  a  free  opening  is  secured 
into  the  mouth.  The  fistula  will  then  usually  close  spontaneously, 
but  if  not,  Dr  Duncan's  operation  for  fistula  may  be  performed 
(see  vol.  ii.,  page  53). 

Head  in  Congenital  Syphilis.— In  addition  to  the  points  already 
enumerated  (see  vol.  i.,  p.  535,  and  vol.  ii.,  p.  85),  the  following 
should  be  noted :— (1)  The  high  and  narrow  palate— not  always 
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present;  (2)  the  forehead  is  grooved  horizontally,  just  above  the 
eyebrows;  (3)  a  transverse  projection  above  this;  (4)  the  earthy 
or  muddy  complexion;  (5)  the  thin,  brittle  hair;  (6)  the  thick 
upper  lip,  duo  to  prolonged  rhinitis;  (7)  the  thickened  bones  of 
tlie  head,  whereby  (8)  the  vertex  is  flattened,  (9)  the  forehead  is 
rendered  prominent,  and  (10)  the  occiput  widened.  Congenital 
syphilis  is  also  a  common  cause  of  deafness.  A  highly-arched 
palate  is  often  found  in  idiots. 

Operation  for  the  Cure  of  Artificial  Anus.— The  Stages  of  the 
Operation  are : — 

1.  Destruction  of  the  spur  or  eperon. 

2.  Closure  of  the  fistula. 

The  "  spur"  is  formed  by  the  posterior  part  of  the  circumference 
of  the  two  ends  of  the  bowel.  Their  walls,  supported  one  against 
another,  constitute  a  sort  of  valvular  partition,  which  prevents  the 
free  passage  of  their  contents  from  the  upper  to  the  lower  end  of 
the  gut  (Fig.  238). 

Fig.  238. 
Artificial  Anus. 

 Mesentery. 

Gut 


Skin  Surface 

The  AiTow  indicates  the  course  of  the  contents  of  the  Bowel. 

1.  The  "spur"  is  to  be  destroyed  by  Dupuytren's  enterotome. 
Its  rapid  removal  by  the  knife  or  scissors,  or  more  slowly  by  ligature, 
is  apt  to  open  into  the  peritoneal  cavity  and  set  up  fatal°septic 
peritonitis.  To  avoid  this,  Dupuytren  uses  the  enterotome.  It 
is  composed  of  two  blades,  which  can  be  introduced  separately- 
one  into  the  upper,  and  the  other  into  the  lower  end  of  the  bowel. 
The  blades  are  then  joined  together,  as  in  the  case  of  the  mid- 
wifery forceps,  and  firmly  pressed  together  by  means  of  a  screw. 


 Out. 

— "pSpur." 
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Applied  Anatomy  : 


This  instrumeut  serves  a  double  purpose — (1)  It  secures  adhesion 
between  the  adjoining  walls  of  the  bowel,  and  (2)  it  slowly  separates 
the  "  spur,"  which  usually  falls  off  about  the  end  of  the  seventh 
or  eighth  day.  The  "  spur"  is  seized  between  the  teeth  of  the 
instrument  and  gradually  compressed,  so  that  it  sloughs  off  from  the 
wall  of  the  bowel.  Eefore  this,  however,  the  peritoneal  surfaces 
are  firmly  adherent,  and  the  peritoneal  cavity  thus  completely  shut 
off  from  the  cavity  of  the  bo\vel. 

2.  The  next  step  is  to  close  the  fistula.  This  is  to  be 
accomplished,  not  by  paring  the  edges,  but  by  Duncan's  method 
(see  vol.  ii.,  page  53). 

Lesions  in  Cortex  and  Substance  of  the  Brain. — Lesions  of 
the  cortex  reach  their  maximum  gradually,  are  incomplete,  and 
more  or  less  limited.  A  monoplegia,  advancing  progressively 
towards  a  hemiplegia,  is  very  significant  of  a  cortical  lesion.  It 
is  further  very  often  preceded  by,  or  associated  with,  monospasm 
or  the  "  early  rigidity "  of  the  paralysed  limb ;  this  is  indicative 
of  an  irritating,  not  a  destroyimj  lesion.  Consciousness  is  less 
frequently  lost  in  cortical  lesions,  and  there  is  often  localised 
])ain  in  the  head.  Cortical  lesions  may  involve  the  psychical^ 
centres  for  vision  and  hearing,  inducing  "  word -blindness "  and  ' 
"  word-deafness ;"  that  is  to  say  the  patient  is  unable  to  translate 
written  symbols  into  ideas,  or  understand  spoken  words.  The  per- 
ceiving centres  are  abolished,  although  the  will  power  remains. 

The  features  of  a  lesion  of  the  substance  (central)  of  the  brain 
are,  roughly  sj^eaking,  the  reverse  of  the  above.  Central  lesions 
reach  their  maximum  at  once,  and  are  complete,  affecting  the  whole 
of  one  side — hemiplegia.  It  is  rarely  preceded  by,  or  associated 
with  spasm  of  the  parts  affected.  The  rigidity  of  the  paralysed 
side  is  usually  "late,"  not  "early" — the  symptoms,  in  fact,  pointing 
to  a  destroying  lesion,  rather  than  an  irritating  one.  Consciousness 
is  usually  lost,  but  there  is  rarely  marked  pain  in  the  head.  The 
psychical  centres  are  left  intact,  though  the  motor  and  co-ordinating 
powers  are  abolished ;  the  patient  knows  well  enough  what  to  say, 
but  is  unable  to  say  it.  In  short,  though  he  is  speechless  he  is 
not  wordless.  A  slowly  advancing  haemorrhage  on  the  surface  of 
the  bram,  e.g.,  from  the  middle  meningeal  artery,  will  illustrate  a 
cortical  lesion ;  wMle  rupture  of  the  lenticulo-striate  artery  is  an 
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exami^le  of  a  central  lesion.  If,  liowever,  tlie  blood  for  the  middle 
meningeal  artery  be  ponred  out  A^ery  rapidly,  then  the  symptoms 
Avill  rather  resemble  a  central  lesion. 

If,  along  with  symptoms  of  concussion,  there  be  convulsive 
movements,  often  of  a  rythmical  character,  affecting  groups  of 
muscles,  or  more  general  convulsions,  the  injury  is  probably 
laceration  of  the  surface  of  the  brain.  The  convulsive  movements 
generally  affect  the  limbs  of  one  side  more  than  the  other,  and 
are  usually  best  marked  on  the  side  opposite  to  that  on  which  the 
brain  has  been  injured. 

In  Contusion  of  the  Brain,  the  patient  exhibits  great  irrita- 
bility of  manner,  lies  curled  up  M'ith  all  his  limbs  flexed,  his 
cj^elids  closed,  and  resents  all  interference  on  the  part  of  attendants 
(=" Cerebral  irritation").  There  is  no  heat  of  head,  and  the 
piUse,  though  weak,  is  not  frequent.  There  is  a  marked  desire 
to  be  "  let  alone,"  with  muttering,  frowning,  and  grinding  of  the 
teeth,  if  disturbed. 

In  co'nnection  witli  injui'ies  of  the  head  it  should  be  noted 
that  there  may  occasionally  be  permanent  Loss  of  Memory  of 
the  incidents  of  a  few  hours  or  days  preceding  the  injury  (Bell). 
This  may  be  of  considerable  medico-legal  importance. 


END  or  VOL.  IL 
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Abdomen,  261 

Colloid  cancer  of,  337 
Cutaneous  nerves,  266 
Protuberance  of,  269 
Eegions,  261 
Surface  anatomy  of,  261 
Tapping  the,  335 
"  Abdominal  belt,'"  266 
Operations,  271,  et  seq. 
Parietes,  anterior,  263 

Lateral,  267 

Posterior,  296 
Ring  external,  to  feel  the,  341 

Internal,  position  of,  342 
Viscera,  261 
Walls,  263,  267 
Abscess,  anal,  396 
Of  antrum,  117 

Areola,  226 
In  axillary  region,  138 
t)f  breast,  in  female,  226 
Of  bursa  patelte,  178 
About  cervical  region,  27 
Of  cord,  396 

Under  diaphragm,  270,  279 

Dorsal,  503 

Ear,  middle,  553 

In  frontal  sinuses,  113 

Gluteal,  503,  504 

Hilton's  method  of  opening, 97, 138 
In  hip  disease,  168 

Acetabular,  168 

Arthritic,  168 

Femoral,  168 
Iliac,  504 
Iscliio-rectal,  394 
Lateral  pharyngeal,  27 
Of  liver,  314 
Lumbar,  604 
Mammary,  226 
Parotid,  96 

Opening  of,  97 
Pelvic,  504 
Pericascal,  288 
IVrineal,  398 
Periiiophritic,  329 


Abscess — 

Perityphlitic,  288 
Popliteal  space,  174 
Post-pbaryngeal,  28 
Prostatic,  447 
Psoas,  501 

Iletro-pharyngeal,  28 

Sacro-iliac,  169 

In  scalp,  67 

Of  spermatic  cord,  396 

Submammary,  226 

Supra-mammary,  226 

In  temporal  fossa,  96 

Thecal,  151 
Abscission  of  cornea,  540 
Accelerator  uriuaj  (see  Muscles) 
Acromegaly,  95 
Acupuncture  in  sciatica,  162 
Addison's  disease,  330 
Adductor  longus  muscle  (see  Muscles) 
Adhesions  in  hernial  sac,  351 
iEgophony,  214 
Air  iu  veins,  228 

Air  tube  (see  Larynx  and  Trachea) 
Alderman  s  nerve,  127 
Alimentary  canal,  develoimient  of,  290 
Allantois,  208 

Allarton's  operation  of  median  litho- 
tomy, 418 

Amphoric  breathing,  213 

Amussat's  operation  for  artificial  anus, 
296 

Anal  canal,  482 

Triangle,  303 

Ulcer  or  fissure,  482 
Aneurism,  popliteal,  175 
Aucurisnial  varix  of  splenic  veiu,  322 
Ankle  joint,  structures  at,  191 

Synovial  membranes  of,  192 
Annular  ligaments  of — 

Ankle,  191 

Wrist,  150 
Anterior  crural  nerve,  164 

Paralysis  of,  164 

Tibial  nerve,  190 
Anti-cubital  fossa.  M2 

*  2o 


566 


Index. 


Antrum  of  Higlimoie,  IIG 
Diseases  of,  117 
Deutigerous  cysts  iu,  118 
Dropsy  and  cystic  disease  of,  118 
Polypus  of,  118 
Sujipuratiou  of,  117 

Treatment,  118 
Tumours  of,  117 
Auiis,  abscess  near,  396 
Abseuoe  of,  291 

With  opening  of  rectum  into 
other  canals,  292 
Artificial,  formation  of,  29G 

By  Amussat's  operation,  296 

By  Oalliseu's  method,  296 

In  cancer  of  rectum,  301 

In  children,  303 

Cure  of,  559 

By  Littrd's  operation,  803 
Cancer  of,  484 
Closure  of,  291 

By  septum,  291 
AVith  absence  of  rectum,  292 
Congenital  malformations,  291 
Fissure  of,  482 

Treatment  of,  483 
Fistula  of,  394 
ImiJerforate,  291 
Prolapse  of,  483 
Spasm  of  sphincter,  483 
Ulcer  of,  482 
Aortic  orilice,  203 
Aphasia,  203 
Ajihonia,  19 
Apoplexy,  241 

Appendage  dysmenorrlicea,  514 
Aqueduct  of  Fallopius,  119 
Arachnoid,  the,  233 
Arcus  senilis,  540 

■\reola,  inflammation  and  abscess  of,  226 
Arnold's  nerve,  127 
Arteriotomy,  from  temijoral,  43 
Artificial  anus  (see  Anus,  artificial) 
Ascites,  33G 
Ascitic  fluid,  338 
Asthenopia,  541 
Atlas,  disease  of,  231 

Dislocation  of,  244 
Attitude  in  hip  disease,  1C5 
Auriculo-ventricular  orifices,  203,  204 
Axilla,  136 

Abscess  of,  138 

Fascia  of,  142 

Kelatiou  of  contents  to  walls,  138 
Axillary  glands,  137 

Nerves,  137, 139 

Veins,  137, 139 
Axis,  disease  of,  231 

Dislocation  of,  244 
Azygos  veins,  221 


Baker's  cysts,  175 
Base  of  skull,  fractures  of,  75 
Battoy's  operation,  512 
Bell  sound,  214 

Belly-ache  and  spinal  disease,  250 

Bend  of  elbow,  142 

Benign  polypus,  113 

Bent  arm,  after  venesection,  146 

Biceps  muscle,  136 

Bichromate  disease,  116 

Bigelow's  operation  of  lithotrity,  426 

Bilateral  dislocation  of  lower  jaw,  39 

Bilateral  lithotomy,  419 

Bile  ducts,  315 

Bladder,  466 

Atony  of,  435 

Cancer  of,  470 

Cock's  method  of  puncture,  46& 
Conditions  of,  unfavourable  to 

lithotrity,  427 
Congenital  malformation  of,  269 
Danger  of,  in  lithotrity,  426 
Distance  from  surface,  404 
Distension  of,  with  overflow,  436 
Extroversion  of,  269 
Fasciculated,  469 
HoBmorrhage  from,  470 
Irritable,  436 

In  boys,  436 
Mucous  membrane  of,  469 
Papilloma  of,  470 
Puncture  above  pubes,  465 
Through  rectimi,  465 
Objections  to,  466 
Eelatious  to  25eritoneum,  488 
Bupture  of,  468 
Sacculi  of,  469 
Sarcoma  of,  470 
Sounding  the,  409 
Errors  iu,  410 
Spence's  puncture  through  the 

perineum,  467 
Stone  in,  417 
Trigone  of,  465 
Tumom's  of,  470 
Bliud  fistula  in  ano,  395 

Piles,  479 
Blood  in  hajmatocele,  460 
In  urine,  469 

Tests  fur,  470 
Vomiting  of,  in  fracture  of  the 
skull,  77 
Blood-vessels  (if  brain,  68 
Breast,  225 
Kectum,  477 
Scalp,  64 

Boys,  impaction  of  calculus  iu  urethra 
of,  435 
Lateral  lithotomy  in,  415 
Difficulties  of,  417 
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Ihacbial  artery,  iu  venesection,  14(3 

Plexus,  ISy 

Briiiu,  tie,  158 

Congenital  hernia  of  membranes 

of,  83 
Blood-vessels  of,  68 
Compression  of,  89 
Concussion  of,  89 
Contusion  of,  oGl 
Cortex,  lesion  of,  560 
Emboli,  71  . 
Extravasation  of  blood  in,  »<J 
Fissures  of  the,  78 
Inflammation  of,  243 
Injuries  of,  by  ooutre  coup,  « 6 
Laceration  of,  561 
Lobes  of,  81 
Membranes  of,  65 
Motor  centres,  79 
Paralysis,  from  compression  or 

injury,  89 
Protection  of,  72 
Skidl  relations  to,  78 
Sight  centre,  81 
Substance,  lesion  of,  560 
Tumours  of,  89 
UraucUial  clefts,  43 
Cysts,  45 
Fibtuhe,  44 
Breast;  abscess  of,  226  ^ 
Amputation  of,  227 
Cancer  of,  137 

Axillary  glands  iiffected  in,  \H 
Diagnosis  of,  226 
Duct-cancer,  138 
In  male,  317 
Olieration  for,  227 
Pain  in,  226 
lireatb  sounds,  211 

Adventitious  sounds,  212 
Bronchial,  212 

In  disease,  212 

f Vesicular,  211 
In  disease,  211 
1  irognia.  73 

'4fc(,cii's  couvohition,  7>i 
JBrouchi,  foreign  bodies  in,  2 
Right  and  left,  2 
Bronchocele,  92 
Acute,  92.  91 
Cystic,  92 
Kxi.'isiim  in,  93 
Fibrous,  92 

Ligature  of  thyroid-Jirtenes  in 
'  (see  vol.  i.) 
Pul^iting,  92 
Simple  hypertrophy,  92 
Broncliopliony,  213 
Broncliotouiy,  214 
Keasous  for,  216 


I 

i 


Bronchus,  foreign  bodies  in,  2 
Bruit  de  Diable,  205 
Briinnor's  glands  in  burns,  285 
Bryant's  method  of  dividing  the 

muscles  of  the  soft  palate,  57 
Buccal  cavity  iu  foetus,  50 

Nerve,  121 
Bulb  of  urethra,  arteries  of— 
Wounded  in  lithotomy,  416 
Wound  of,  in  lateral  lithotomy,  418 
Median  lithotomy,  418 
B^ilbar  paralysis,  129 
Bulbous  urethra,  430 
Bunion,  194  . 

Watson- Cheyne's  operation  for, 
Bm-ns,  ulcer  of  duodeuum  in,  285 
Bursa  patellie,  diseases  of,  178 
Inflammation  of,  178 
Suppuration  of,  178 
Tailor's,  550 
Bursse,  diseases  of,  178 
About  knee,  177 
Loose  bodies  in,  179 
In  neck,  41  ^ 
Biu-sal  tumour  in  floor  of  mouth,  4/ 


Ciecum,  285  _ 
lu  intestinal  obstruction,  28/ 
Ctecal  beruia,  379,  391 
CiBSariau  section,  516 
Calculi,  472 

Chemiciil  characters  of,  4(2 
Calculus  iu  bladder,  405 

Crushing  of  (see  Lithotrity) 
Diagnosis  of,  4tJ9 
Encysted,  469 
Extraction  of — 

By  lithotomy  (see  Lithotomy) 
By  lithotrity  (see  Lithotrity) 
Eticets  on,  414 
lu  females,  428 

Eemoval  of,  42K 
Hardness  of,  410,  4/2 
High  operation,  422 
Impaction  of,  iu  urethra  of  buy, 
435 

Iu  kidney,  332 

Operations  for  (see  Lithotomy  and 

Lithotrity) 
Oxalate  of  lime,  472 
I'liiu  produced  by,  417 
l'hosphatic,_472 
Sluqie  and  size  of,  172 
Sounding  for,  409 
Errors  iu,  109 
Structure  of,  472 
Symptoms  of,  417 
lu  urethra,  426,  435 
Uric  acid  and  urates,  472 
Varieties  of,  472 
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('nlH6en^s_ operation  for  artificial  auus, 

Ciinal  of  Nuck,  lieruia  in,  343,  379 
Cancer  of  amis,  -IS-t 
In  axilla,  138 
Gullet,  24,  271 
Oaucrum  oris,  G4 
Capillary  pulse,  203 
Capsule,  internal,  72 
Caput  obstipuui,  132 
Snccedaneuni,  G7 
Carbuncle,  facial.  Go 
Cardiac  areas,  203,  204 

Orifice  of  stomach,  2Gn 
Carious  teeth,  effects  of,  61 
Carnochan's  operation  for  neuralgia 
124 

Carotic  body,  474 
Carotid  tubercle,  4 
Carpus,  articulations  of,  556 
Cartilages  of  larynx,  14 

Loose,  in  knee  joiut  (see  vol.  i.") 
Castration,  401  ^ 
Catheter — 

Bigelow's,  42(1 
-  Elbowed,  448 

To  pass,  in  male,  431 
In  female,  433 

l^se  in  enlarged  prostate,  117 

To  tie  in  a  silver,  441 
A  soft,  441 
Catlietor  fever,  443 
Catheter  life,  447 

Catheter,  ii  coude'e  or  bi-coudec,  448 
"  Cat's  eye,"  542 
CcphaUurmatoma,  66 
In  scaip,  66 
Subaponeurotic,  67 
Subpericranial,  67 
Cephalhydrocele,  75 
Cerebral  abscess,  553 
Arteries,  68 
Irritation,  561 
Sinuses,  554 
Cerebral  ha!moi-rhage,  811 
Artery  of,  6!) 
Localisation,  78 
Ccrebro-spinal  fluid,  72,  77 
Cervical  auricles,  47 

Spine,  disease  of,  231,  244 
Dislocation  of,  244 
Charbon,  64 
Chest,  I!I8 

Special  forms  of,  200 
Barrel-shaped,  200 
Phthisical,  209 
Rickety,  209 

Relation  of  heart  to  wall  of,  198 

Lnngs  and  pleurre  to,  207 
Tapping  the,  217 


'''''«"«j«y"Pei-ation  ft.r  knock-knee. 

Chimney-sweeper's  cancer,  453 
Chloroform  in  hernia,  355 
Cholecystectomy,  320 
Cholecystenterostomy,  320 
Cholecystotomy,  318' 
Chorda  tymj)aui  nerve,  121 
Cu-cle  of  Willis,  08 
Circocele,  461 
Circumcision,  496 
C-law-foot,  hollow,  191 
Cleft  palate,  48 

Operations  for  on  hard  palate,  57  ' 
On  soft  palate,  50 
Cloquet's  hernia,  389 
Club-foot,  184 
Club  hand,  154 
Coccydynia,  249 
Coccygeal  body,  474 
Cceliac  axis,  260 
Coercion  bursa,  161 
Colectonij-,  309 

Colloid  cancer  of  abdomen,  337 
Colon,  285 

Malformations  of,  291 
Colotomy,  296 
Inguinal,  303 
Lumbar,  296 
Compression  of  brain,  89 

Of  cord,  248 
Concussion  of  brain,  89 

Pathology  of,  89  v 
Of  spinal  cord,  248  ^ 
Conditions  protecting  brain  from 

injuries,  72 
Condyle,  inner,  of  femur,  179 
Congenital  defect  of  diaphragm,  392 
Dermoid  cyst  in  floor  of  mouth,  47 
Lxomphalos,  268 
-Fistula?,  43 

Hernia  of  cerebral  membranes,  83 
Diaphragmatic,  392 
Inguinal,  340 
Hydrocele,  457 
Malformations  of — 

Anus  and  rectum,  201 
Bladder,  268 
Phimosis,  496 
Sacro-cocc3'geal  body.  474 
Congestive  stricture,  433 
Constrictors  of  pharynx,  526 
Contracted  knee,  176 
Contraction  of  fingers,  154 
Coutre  coup,  fracture  by,  76 

Injury  of  brain  by,  76 
Convolutions  of  brain — 
Motor  centres,  78,  81 
Relation  of  to  skull,  78 
Cord,  spermatic,  489 
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Oord,  spinal,  232 

Ooneussiou,  248 

Injuries,  symptoms  of,  248 
( Joroua  veneris,  G7 
(Coronal  sxitin-e,  73 

CorpusspoDgiosum,ilaiigerof  wouiKluit; 
in  litbotomy,  417 

Striatum,  72 
Corsets,  objections  to,  316 
Costal  cartilages,  joints  of,  255 
Costo-colic  fold,  321 
Costo-coracoid  membrane,  141 
Coxalgia  (see  Hip  disease) 
Cranial  sutures.  73 
Crauio-tabcs,  75,  85 
Cremaster  muscle,  4i)0 
Cremasteric  artery,  489 

Eeflex,  490 
Cretinism,  94 
"  Cricket  tbigli,"  535 
Cricoid  cartilage,  14 
t!rico-tliyroid  space,  4,  5 
Crural  arcb,  381 

Canal,  382 
Crushing  of  spinal  cord,  248 
Cryptorcliimus,  343 
i.'urves  of  the  vertebral  column,  231 
(  Uirvature  of  spine,  angular,  251 
Cut  throat,  22 

Dangers  of,  23 

Suicidal,  23 
Cystic  bronchocele,  92 

Hygi'omata,  45 
-  Sarcocele,  4G3 
Cystic  tumours  of  antrum,  1 18 

Lips,  46 

Mouth,  46 

Neck,  45,  47 
Cystitis,  417 
Cystocele,  391 
Cystotomy,  448 

Supra-pubic,  449 
Cysts,  deutigerous,  118 

Dermoid,  98 

Hydatid,  314 

Mucous,  46 

lu  neck,  45,  47 

In  thyroid  body,  92 

Dangerous  area  of  scalp,  62,  65 
Dartos,  452 

Davies-Colley's  treatment  of  club- 
foot, 187 
Deaf-niutism,  553 
Dental  forameu,  31 
Dentigerous  cysts,  118 
Dentition  in  rickets,  85 
Depressed  fracture  of  skull,  74 

Diagnosis,  75 

Treatment,  87 


Dermoids,  98 
Dermoid  cysts,  98 
In  mouth,  47 
lu  scalp,  84 

On  note,  116 
Diaphragmatic  hernia,  392 
Diphtheria,  4 

Diagnosis  from  tonsillitis,  34 
Diploic  veins,  63 
Direct  inguinal  hernia,  341 
Dislocation  of — 

Jaw,  38 

Spine,  244 
Distinguishing  the  large  bowel  fr 

the  small,  272 
Double  hare-lip,  50 

Opei'ation  for,  53 
Dropsy  of — 

Antrum,  118 

Cardiac,  202 

Hepatic,  202 

Ovarian,  336 

Kenal,  202 
Duct-cancer  of  breast,  138 
Duodenum,  283 

Clinical  points  about,  284 

Rupture  of,  284 

Ulcer  of,  in  burns,  285,  270 
Duodenostomy,  278 
Dupuytren's — 

Contraction  of  fingers,  154 

Exostosis,  196 

Euterotome,  559 

Lithotome  cachiie,  419 
Dura  mater,  65 
Dysphagia,  24,  274 

Causes  of,  24,  274 

Elastic  ligature  in  fistula,  396 
Elbow,  bend  of,  142 

Triangle  at,  142 

Contents  of,  142 

Venesection  at,  143 
Dangers  of,  140 

Veins  of,  143 
Embolism  in  cerebral  arteries,  ,  I 
Emissary  veins  of  skull,  62 
Empyema,  222 

Treatment  of.  Surgical,  223 
Encephalocele,  83 
Encysted  hydrocele  of — 

r!ord,  457 

Testicle,  458 
Enemata  in  hernia,  354 
Enterectomy,  309 
Enterotomy,  308 
Enterocole,  379 
Entero-epiplocele,  379 
Euterotome,  Dupuytreirs,  559 
Epididymis,  451 
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Epigastric  nrtory,  desp,  340,  386 

Pulsation,  200 
Bpiplocole,  379 
Epispadias,  269 
Epistaxis,  HO 

Treatniout  of,  111 
Erb's  paralysis,  248 
Excision  of  breast,  227 

Bronchocele,  93 

Intestines,  parts  of,  3(19 

Larynx,  21 

Pylorus,  277 

Eectuni,  486 

Tongue,  100 

Tonsils,  35 

Uterus,  514 
"Exercise  bone,"  532 
ExompLalos,  268,  390 
Exopiitbalmio  goitre,  92 
Exostosis,  ungual,  19(i 
Extensor  brevis  digitorum,  539 
Extensor  of  finger,  rupture  of,  155 
Extensors  and  supinators,  paralysis 

of  (see  vol.  i.) 
External  inguinal  lioruiii,  34  I 

Piles,  478 

Uretbrotouiy,  437 
Extirpation  of  Iddney,  333 

Larynx,  21 

Spleen,  323 

Uterus,  514 
Extravasation  of  urine,  397 
Extroversion  of  bladder,  209 

Fnoo,  paralysis  of,  122 
Facial  carbuncle,  63 

Neuralgia,  124 

Paralysis,  122 
Fascia — 

Axillary,  142 

Eicipital,  143 

Cervical,  134 

Oolles's,  397 

Iliac,  501 

Uio-jisoas,  501 

Lata,  170, 380 

Luuiborum,  235 

Obturator,  487 

l^arotid,  9G 

■Pelvic,  487 

Perineal,  397 

Prevertebral,  135 

Propria  of — 

Femoral  liernia,  382 
Inguinal  hernia,  345 

Pfioto- vesical  Qielvic),  487 

Scalp,  of,  64 

Thigh,  170 

Trans versalis,  500 
Fasciculation  of  bladder,  469 


"  Fatty  hernia,"  384 

Tumours  in  crural  canal,  384 
Diagnosis  from  hernia,  384 
In  sci  otum,  457 
On  sponnatic  cord,  457 
Females,  calculus  in,  428 
Lithotomy  in,  428 
Lithotrity,  428 
Femoral  coxalgia,  165 
Hernia,  380 
Ligament,  381 
Femnr,  trigone  of,  175 
Fergusson's  method  of  dividing  muscles 

of  palate,  57 
Fever,  urethral,  437 
Fibrous  stricture  of  cesopbagus,  24,  271 
Fifth  nerve,  on  face,  29 

Auriculo-teniporal  nerve,  32 

To  expose,  32 
Inferior  dental,  trunk  of,  31 

To  expose,  31 
Infra-orbital,  30 
Lingual  nerve,  32 

To  expose  and  divide,  33 
Hilton's  plan,  33 
Lucas's  plan,  33 
Moore's  plan,  33 
Mental  branch  of  inferior  dental,  31 
Second  division  in  splieno-niaxillary 

fissure  and  fossa,  30 
Suiira-orbital,  29 
To  expose,  29 
Fingers,  contraction  of,  154 

Nerves  of,  165 
Fiss>ire  of  anus,  482 
Parieto-occipital,  81 
Of  Eolando,  78 

Methods  to  find,  78 
Of  Sylvius,  80 
Fistida  in  ano,  394,  482 
Complete,  395 
Incomplete  or  blind,  395 
Operation  for,  394,  3!iG 
Salivary,  28 
Umbilical,  268 
Fistulai  in  neck,  43 
Flat  foot,  188,  549 

Ogston's  operation  for,  549 
Fleshy  piles,  479 
Flexor  tendons,  sheaths  of,  149 
Fluctuation,  336 

Wave,  337 
Fluid  in  antrum,  118 
Faital  remains,  253 
Fold,  gluteal,  in  hip  disease,  167 
Fontauelle,  sagittal,  najvus  of,  84 
Foot- 
Articulations  of,  557 
Deformities  of,  184 
Drop,  177 
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Foot- 
Nerves  of,  19i 
Porfovating  \ilcer  of,  194 
Splay,  188 

Synovial  membranes  of,  Vii 
Foramen  of  Magendie,  73 
Forceps,  lithotomy,  406 

Manipulation  of,  414 
Fore-arm,  paralysis  of  muscles  of,  148 
Foreign  bodies  in  air  passages,  2,  3 

In  nostrils,  115 

Gullet,  3,  25 
Fossa  duodeno-jejunalis,  284 
Fossa,  iscliio-rectal,  393 

Nasal,  107 
Four-tailed  bandage,  40 
Fracture  of  jaw,  lower,  39 

Nasal  bones,  76, 110 

Eibs,  215 

Skull,  74 

Spine,  244 
Fracture-dislocation  of  tbe  vertebral 

column,  244 
Frontal  sinuses,  diseases  of,  11 -i 

Galen,  veins  of,  554 
Gall  bladder,  318 

Fundus  of,  318 

Stones,  318, 320 
Ganglion  in  hand,  153 

Compound,  153 

Simple,  153 
Gangrene  of  gut  in  hernia,  350 
Gastric  ulcer,  270 

Gastrocnemius  muscle  (see  Muscles; 

Eupture  of  (see  Muscles) 
Gastro-enterostomy,  "270,  278,  284 
Gastrostomy,  271,  274 
Gastrotomy,  271 
Genito-crural  nerve,  503 
Genu  valgum,  179 

Operations  for,  180, 181 

Three  stages  of,  180 
Girdle  pain,  243,  246 
Glabella,  73 

Gland,  mammary  (see  Breast) 

Parotid,  95 

Thyroid,  90 
Globular  piles,  479 
Glottis,  cedema  of,  12 
Gluteal  bursre,  161 

Gluteus  maximus,  structures  under,  IGO 
Goitre  (see  Bronchocele) 

Exophthalmic,  92 
Gorget,  406 

Groin,  glands  in,  159 
Gullet  (see  (Ksnpliagiis) 
Gum-elastic  tulie  in  litliotomy,  -lOH 
Gustatory  nerve,  division  of,  32 
Guthrie's  muscle,  530 


Hromatocele,  460 
Blood  in,  460 
Diagnosis  of,  460 
Spontaneous  and  traumatic,  4G0, 
461 

Hromatoma  of  scalp,  66 

On  septum  nasi,  116 
Hematuria,  469 

Ilasmorrhage,  from  bladder,  470 
In  excision  of  tongue,  99 
From  Itiduoys,  470 
In  lateral  lithotomy,  420 
In  median  lithotomy,  418 
Nasal  (see  Epistaxis) 
From  piles,  479 
From  prostate,  469 
In  tracheotomy,  6 
Prom  tonsils,  35 
From  urethra,  469 
Hfomorrhoids  (see  Piles) 
Hiomothorax,  216 
Hahn's  tube,  99 
Hallux  rigidus,  194,  549 

Valgus,  194 
Ham,  bm-sa)  in,  177 
Hamstring  tendons,  division  of,  1/6 
Hand,  clubbed,  154 
Ganglion  of,  153 
Middle  line  of,  157 
Palmar  furrow,  157 
Synovial  sheaths  of,  149 
Hard  palate,  50 
Hare-lip,  48 

Age  for  operations  in,  51 
Double,  50 
Operations  for,  51 
Single,  50 
Hare's  angle,  551 
Head,  diseases  of,  84 
In  rickets,  85 

In  congenital  sjrphilis,  85,  558 
Tapping  the,  73 
Head  injuries,  loss  of  memory  after,  561 
Headache  and  spinal  disease,  250 
Heart,  course  of  blood  through,  201 
Development  of,  206 
Didlness  of,  absolute,  200 

Deep,  199 

In  dilatatiou,  200 

In  hypertrophy,  200 

In  pericarditis,  200 

Eelativo,  199 

Superficiiil,  200 
Effect  of  valve  disease,  201 
Examination  of,  204 
Hypertroiihy  of,  199 
Malformations  of,  206,  207 
Murmurs  of,  204 

Classification,  204 

Diagnosis,  204 
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Heart,  murmurs  of — 

Eudocftrdial,  205 
Exooardial,  205 
Porcusaion  of,  200 
Relation  of  to  surface,  198 
Size  of,  200 
Sounds  of,  201 

Accentuation,  201 
Reduplicaticm,  201 
Valves  of,  position,  203 
Weight  of,  200 
Hemiplegia,  203 
Hernia,  339 

Causes,  316 

Oliloroform  in  reduction  of,  355 

Conditions  presented  by,  339 

Congenital,  376 

Contents  of,  339 

Coverings,  339 

Diapbragrnntii;,  392 

Direct,  311,344 

Fatty,  26G 

Poraoral,  380 

Jncaroeratod,  310 

Infantile,  377 

lutlnmod,  340 

Inguinal,  340 

Into  funicular  jirocess,  378 

Internal,  284 

Irreducible,  339 

Lumbar,  392 

Mesenteric,  284 

Meso-colic,  284 

Oblique,  344 

Obstructed,  339 

Obturator,  390 

Omental,  351,  391 

Operation  with  opening  sac,  318 
Division  of  strictm-e,  361 
Exposure  of  sac,  350 
Management  of  adhesions,  361 
Opening  sac,  350 
Treatment  of  sac,  359 
"Wounds  of  arteries,  386 

Operation  -vvitbout  opening  sac,  317 
Objections  to,  348 

Radical  cm-e  of,  356 

Macewen's  operation,  364 
Spanton's  operation,  359 
Wood's  operation,  367 

Reducible,  339 

Reduction — 

En  bi.i.Ktc,  352 
K)i  inaxne,  362 
Sac  of,  339 
Signs  of,  339 
Strangulated,  340 
(Jangreue  in,  350 
Mechanism  of,  340 
Operation  for,  847 


Hernia,  strangulated — 
Reduction  of,  364 
In  mass,  352 
Persistence  of  symptoi 

after,  352 
Treatment  of,  353 
Seat  of  stricture,  .347 
Taxis  in,  354 
Treatment  of,  301 
Hernia,  truss  for,  355 

Measurements  for,  356 
Hernia — Special  forms  of,  376 
Of  bladder,  391 
Of  cerebral  membranes 
Ciecal,  391 
Cloquet's,  389 
Diaphragmatic,  392 
Direct,  344 
Encysted,  378 
Femoral,  380 
Canal,  382 
Contents  of,  379 
Diagnosis  of,  384 
Fascia  projjria  of,  382 
Opening  sac  in,  350 
Oijeratiou  for,  384 
Relations  of,  387 
Ring,  382 
Sheath,  381 
Taxis  in,  382 
Treatment  of,  384 
Hour-glass  hernia,  379 
Inguinal,  340 

Congenital,  376 
Direct,  341 

Coverings  of,  315 
Relations  of,  344 
Encysted,  378 
External,  344 
l"'ascia  propria  of,  345 
Infantile,  377 
Oblique,  344 

CoveVings  of,  346 
Relations  of,  344 
Operation  for,  361 
Seat  of  strictm'e,  31 
Taxis  in,  354 
A^aiieties  of,  340 
Laugier's,  389 
Littrd's,  389 
Lumbar,  392 
Mesenteric,  284 
Meso-oolic,  284 
Obturator,  390 

Coverings  of,  390 
Relations  of,  390 
Of  ovary,  343 
Scrotal,  344 
Of  tunica  vaginalis,  370 
Eucystwl,  378 
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Heruia — 

UmbiUcal,  390 

Operatiou  for,  391 

Ventral,  392 
Herniotomy,  3i7 
Herpes  zoster,  242 
Hesselbach's  triangle,  340 
Hey's  ligament,  381 
High  operation  of  lithotomy,  422 
Hilton,  division  of  lingual  nervo,  33 
Hip  joint  disease,  104 

Acetabular,  165 

Arthritic,  165 

Attitude  in,  165 

Diagnosis  of,  166 

Dislocation  in,  167 

Femoral,  165 

Forms  of,  165 

Pain  in  the  knee  in,  165 
Histrionic  spasm,  123  _ 
Hollow  claw-foot,  191 
Holt's  treatment  of  stricture,  437 
Housemaid's  knee,  177 
Howse's  incision  in  gastrostomy,  272 
Hydatids,  314 

In  hver,  314 

Fluid  in,  337 
Hydrencepbalocele,  83 
Hydrocele,  453 

Acupuncture  in,  460 

Acute,  454 

Discutient  lotions  in,  400 
Encysted,  of  the  epididymis,  458 
Of  cord,  457 

Treatment,  458 
Infantile,  457 
Of  neck,  45,  475 
Of  spermatic  cord,  457 
Of  tunica  vaginalis,  453 
Congenital,  457 
Coverings  of,  456 
Diagnosis  of,  459 

From  encysted  hydrocele, 
453 

From  fatty  tumour,  457 
Heruia,  456 
.  Fluid  in,  454 
Injections  in,  455 
Tapping  in,  454 
Treatment  of,  459 
Varieties  of,  453 
Hydrocephalus,  73 
Tapping  in,  73 
Hydromyelia,  255 
Hydronephrosis,  328 
Hydrophobia,  129 
Hydrops  pericardii,  217 

Tapping  in,  217 
Hydrorrachis,  255 
^    llydrosarcocelo,  457 


Hydrothorax,  216 

Tapping  chest  in,  217 
Hygroma,  45,  475 
Hypertrophj'  of — 

Prostate,  445 

Thyroid  gland,  92 
Hypochondriac  region,  261 
Hysterectomy,  510 

Hysterical  strictm-e  of  the  oesophagus 
24,  271 

lleo-cajcal  valve,  286 
Ileum,  284 
Iliac  abscess,  504 
Fascia,  501 

Incision  in  imperforate  anus,  293 
Imperforate  anus,  291 

Eectum,  292 
Impermeable  strictm-e,  440 

Operation  for,  440 
Incarcerated  hernia,  340 
Incontinence  of  urine,  436 
Indian  rhiuo-plastic  operation,  112 
Indirect  heruia,  344 
Infantile  hernia,  377 

Paralysis,  242 
Inferior  dental  nerve,  dividing  the,  3 

Maxilla,  dislocations  of,  38 
Fracture  of  the,  39 

Thyroid  veins,  9 
Infra-orbital  nerve,  30 
Inguinal  canal,  341 

Oolotomy.  303 

Hernia,  340 
luion, 74 
In-knee, 179,  548 
Intercostal  arteries,  528 

Nerves,  528 
Intermaxillary  bones  in  hare-lip,  53 

Management  of,  53 
Internal  condyle  of  femur,  179 

Heruia,  284 

Jugular  vein,  42 

Piles,  479 

Popliteal  nerve,  179 
Urethrotomy,  443 

Intestinal  obstruction,  285,  288 
Amussat's  operation  for,  2!  6 
( 'allisen's  operatiou  for,  296 
Uolotomy  for,  296 
Littri^'s  operation  for,  303 

Intestine,  adhesions  of,  in  heruia,  35 
Management  of,  361 
Congested,  in  hernia,  350 
Constricted,  in  hernia,  363 
Diverticulum  from,  290 
OangrcnouK,  in  hernia,  350 

Maiiagenieut  of,  351 
Hernia  of,  379 
Eemoval  of  portions,  309 
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lutestiue — 

Eupture  of,  284 

Small,  282 
Intestines,  282 

Dovelo25ment  of,  290 

Large,  285 

Malformation  of,  291 

Small,  282 
lutra-crauial  suppuration,  88,  553 
lutra-tlioraoio  tumours,  218 
Intubation  of  larynx,  12 
Intussusception,  287 
Inversion  of  testicle,  453,  464 
Iodine  in  bronoliocele,  93 

Injection  of.  in  hydrocele,  455 
Irreducible  hernia,  339  • 
Ischio-reotal  abscess,  394 
Ischio-rectal  fossa,  393 
Isthmus  of  thyi-oid,  4 

Division  of,  94 

Jaundice,  315 
Jaw,  lower — 

Dislocation  of,  38 

Fractures  of,  39 

Treatment  of,  40 

Subluxation  of,  41 
Treatment  of,  548 
Jejunostomy,  278 

Iloo-cnical  valve,  266 
Jejunum,  284 

Joints,  displaced  cartilages  in,  5-i« 
Operatiim  for — 

In  lower  jaw,  5-18 
lu-knee,  648 
Jugular  vein — 

External,  venesection  from,  41 
Internal,  42,  655 

Kidney,  the,  324 

Affections  of ,  simulating  stone  in 

bladder,  417 
Calculous  pyelitis,  329 
Dissection  to  expose,  o2() 
Floating,  333 
Ha3morrhage  from.  17(1 
Hilus  of,  324 
Hydronephrosis,  328 
Movable,  333 
Operations  on  the,  331 
Pyonephrosis,  329 
Pelvis  of,  325 
Ilelations  of  to — 

Colon,  327 

Duodenum,  327 

Surface,  325 
Eupture  of  the,  327 
Sarcoma  of,  327 
Size,  324 
Stone  in,  332 


Kidney — 

Surgical  operations  on  the,  3:!1 
Aspiration  of,  331 
Exploration  of,  331 
Nephrectomy,  333 
Abdominal,  334 
Lumbar,  333 
Nephro-lithotomy,  332 
Nephrorraphy,  333 
Nephrotomy,  331 
Tumours  of,  326 
Vessels  of,  point  of  origin,  260 
Weight,  324 
Knee,  arteries  of,  177 
Bursas  about,  177 
Contracted  tendons,  176 
Pains  and  sigmoid  flexure,  165 
Knives,  hernia,  348 
Lithotomy,  406 

Method  of  holding,  406 
Knock-knee,  179 

Chiouo's  operation  for,  180 
Macewen's  operation  for,  181 
Ogston's  operation  for,  180 
Koclier's  excision  of  the  tongue,  103 
Eesults  of  excision  of  thyroid 
body,  94 
Koeberle's  serri^-ncoud,  511,  621 

Lambda,  73 
Lambdoid  sutui'e,  73 
Laparo-elytrotomy,  517 
Laparotomy,  307 
Laryngeal  obstruction,  4 
Laryugotomy,  3,  11 
Laryngo-tracheotomy,  3 
Larynx,  14 

Arteries  of,  17 

Cartilages  of,  14 

Excision  of  the,  21 

Intubation  of,  12 

Joints  of,  17 

Movements  of,  17 

Muscles  of,  16 

Nerves  of,  17 

Paralysis  of,  18 

Seen  with  laryngoscoi)o,  18 

Tumours  of,  21 

Ulcerations  of.  21 

Ventricle  of,  16 
Lateral  lithotomy  (see  Lithotomy) 
Lawn  tennis  arm,  533 

Leg,  538 

Sprain,  633 
Leg,  lymphatics  of,  196 
Lembert's  snture,  310 
Levator  ani— 

Eolation  to  fistida  in  ano,  395 

Palati,  57 
Liglitorman's  bottom,  161 
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Linea  alba,  26fi 

Semilunaris,  2C5 
Transversa,  263 
Lingual  nerve,  division  of,  32 
Lips,  congenital  malformations  of,  50 

Cysts  of,  4(5 
Litliectasy,  428 
Lithic  acid  calculi,  472 
Litliolapaxy,  426 
Lithotome  cachi^e,  419 
Lithotomy,  405 

Arteries  that  may  be  wounded,  420 
Gum-elastio  tube  in,  408 
Instruments  for,  405 
Preparation  of  patient,  409 
Bilateral,  419 
Lateral,  4(i5 

Accidents  during,  41G,  420 
After  treatment  in,  414 
In  boys.  415 

Difficulties  in,  415,  417 
Dangers,  416 
Diiliculties,  416 

In  entering  tlie  bladder, 
415 

Extraction  of  stoue  in,  414 
Hiomorrliage — 
After,  416 
During,  414,  420 
Incision,  external  in,  412 

In  prostate,  413 
Parts  divided  in,  412,  413 
Parts  that  may  be  wounded, 

416, 420 
Peritonitis,  after,  417 
Position  of  knife  in,  413 

Of  patient  in,  411 
Sounding  for  stone,  409 
Wound  of — 

Arteries,  416 
Bladder,  416 
Bulb,  in,  417 
Rectum,  416 
Median,  418 

Compared  with  lateral,  418 
Difiiculties  of,  418 
Ease  and  simplicity  of,  418 
Indications  for,  419 
Operation,  418 
Wound  of— 
Bulb  in,  418 
Koctum  in,  418 
Hupra-puhic,  422 
Urethral,  in  female,  428 
Vaginal,  428 
Lithotrite,  426 
Bigelow's,  426 
To  pass  the,  427 
Lithotrity,  426 

Breaking  stono  in,  428 


Lithotrity — 

Catheter  for,  426 
Conditions  influencing  choice  of, 
427 

Cystitis  after,  426 
Da,ugers  in,  426 

Impaction  of  fragments  in  urethra, 
426 

In  childi-en,  427 
Introduction  of  lithotrite,  427 
Operation  of,  428 
Seizure  of  stone,  428 

Brodio's  method,  428 
Civiale's  method,  428 
Littri^'s  operation  for  intestinal  obstruc- 
tion, 303 
Liver,  311 

Abscesses  in,  314 
Bile  ducts,  315 
Enlargements  of,  314 
Hydatids  of,  314 
Operations  on,  318 
Eolations  of,  311 

To  surface,  311 
Size,  311 
Tumours,  313 
Weight,  311 
Wound  of,  312 
Lordosis,  in  hip  disease,  166 
Liunbar  incision  for  artificial  anus,  296 
Fascia,  295 
Plexus  of  nerves,  503 
Kegion,  hernia  in,  392 
Lungs,  208 

Relations  of  to  sm-face,  208 
Roots  of,  29 

Relations  of,  219 
Wound  of,  313 
Lympha  tics  of  abdomen,  500 
Of  abdominal  walls,  269 
Of  arm,  146 
Of  groin,  159 
Of  head,  130 
Intestines,  293 
Mamma,  227 
Of  neck,  131,  553 
Leg,  196 
Pelvis,  500 
Penis,  499 
Prostate,  446 
Rectum,  478 
Testicle,  453 
Thorax,  256 
Tongue,  107 

Macowon's  operation  for  hernia,  364 
For  knock-knee,  181 
Osteotome,  182 
Maclnron's  operation  for  varicose 
veins,  527 


576 


Index. 


Mngoudie,  fonimou  of,  72,  73 
Malignant  uiisal  tumours,  lU 
Pustule,  64 
Sarcocele,  4G3 
Stricture  of — 

CEsopli.a{,ais,  i  \,  271 
Bectuni,  484 
Tumours  of  tliyroid  huAy,  !I2 
Miilformatious  of  gut,  2!IU,  2ill 
Malposition  of  testis,  344 
Mamma,  225 

Cliuical  points,  220 
Excision  of,  227 
Spence's  test,  22G 
Thomas's  operation,  22!) 
Mammary  abscess,  226 
Gland,  226 

Blood- vesselsa  ml  nerves  of,  225 
Lymphatics  of,  227 
Marian  operation,  418 
Mastoid  abscess,  553 

Process,  552 
Meatuses  of  the  nose,  l(l8 
Meckel's  diverticulum,  208,  291 

Ganglion,  124 
Median  basilic  vein,  14.'{ 

AVhy  selected  for  veuosootion,  14.-! 
Cephalic  vein,  143 
Jk'diaii  Utliotomy,  418 
Median  nerve,  148 

Paralysis  of,  148 
Mediastinu,  218 
Abscess  of,  220 
Tumours  and  swellings  of,  220 
Signs  of,  221 
Medio-bilateral  lithotomy,  410 
Molon-sced  bodies,  153 
Membranes  of  brain,  05 

Hernia  of,  83 
Membranous  urethra,  42!l 
Meningeal  arteries,  08 
Meninges  of  the  brain,  05 

Of  spinal  cord,  232 
Meningitis,  243 
Meningocele,  83 
Mcniugo-myelocele,  252 
Mesenteric  arteries,  200 
Mesentery,  282 
Meso-Ciecum,  285 
Meso-nephron,  333 
Micturition  and  spinal  injnries,  245 
Middle  ear,  abscess  of,  553 
Minor's  elbow,  101 
Monro,  foramen  of,  73 
Moore's  division  of  gustatory,  .'!3 
Morbus  coxni,  105 
Morgagni,  Bi)ace  of,  527 
Morphioa,  242 

Morton's  treatment  of  spina  liifida,  254 
Solution,  254 


Motor  centres  on  cortex,  78 
Mouth,  floor  of,  102 

Development  of,  48 
Mucous  nasal  polypi,  1  l;j 
Mailer's  ablation,  522 
Muscles  of  mastication,  38 

Origin  and  insertion  of,  523 

Peroneal,  189 

Spine,  upper  part  of,  230 

Tibials,  180 
Muscnlo-cutaueous  nerve,  190 
Musculo-spiral  nerve,  147 
Myelitis,  spinal,  242 
Myelocele,  252 
Myomotomy,  522 
.  Myxujdema,  94 

Nicvus  of  foutanelle,  84 

Scalp,  84 
Nares,  anterior,  108 

Posterior,  108 
Nasal  bones,  fracture  of,  110 

Cavity,  108 

Floor,  107 

Possse,  107 

Mucous  membrane,  108 
Nerve  and  connections,  lli8, 109 
Polypi,  113 
Septum,  107 

Tumours  of,  113 
Naso- pharyngeal  tumours,  114 

Removal  of,  114 
Neck,  congenital  cysts  of,  475 
Congenital  iistuhu,  43 
Fascia  of,  134 
Hydrocele  of,  41 
Lymphatic  glands  of.  131,  553 
Middle  line  of,  4 
Ndlaton's  operation  for — 
Hare-lip,  51 
Obstruction  of  gut,  308 
Nephrectomy,  333 
Nephro-Uthotomy,  332 
Nephroraphy,  333 
Nephrotomy,  331 
Nerve  stretching,  123, 102 
Nerves — 

Cranial,  119 
Facial,  119 
Fifth  section  of,  124 
Glossu-pharyngeal,  127 
Gnstatoi-j'  section  of,  32 
Hypoglossal.  129 
intercostal,  528 
Pneumogastric,  127 
Recurrent  laryngeal,  pressure  on. 
220 

Spinal  accessory,  128 
Nerves  of  spinal  cord,  points  of  exit,  247 
Nervous  affections  of  larynx,  18 
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Xciiralgia,  facia],  ."3 

Section  of  uerves  in,  29 

Stretching  affected  nerve,  2!) 
ose — 

Abscess  of,  lie 

Bleeding  from,  110 

Etetid  discharge  from,  llo 

F oreign  bodies  in,  116 

Nerves  of,  10!l 
'      Plastic  Surgery  of,  112 

Polypi  of,  113  . 

Eegious  of,  108 

Restoration  of,  112 

Septum,  deviation  of,  lOH 
Tumours  of,  11(5 

"Walls  of,  107 
Is  uck,  canal  of,  343,  379 

Oblique  inguinal  hernia,  341 
Obstetrical  paralysis,  248 
Obturator  arterj',  386 

Hernia,  390 

Nerve,  164 
( >ccipital  nerve,  great,  230 
Occipito-frontalis, suppuration  under, 67 
(Edema  of  glottis,  12 
rEsophageal  bougie,  to  pass,  2o 
•Esophagotomy,  25 
CEsophagostomy,  25 
(Esophagus — ■ 

Dysphagia  from  pressure  on,  271, 
274 

Lymphatics  of,  25 
Relations  of,  23 

In  neck,  23 

In  thorax,  24 
Stricture  of,  24,  271 

Cancerous,  24,  271 

Drunkard's,  25,  271 

Fibrous,  24,  271 

Gastrostomy  for,  25 

Hysterical  or  spasmodic,  21, 
271 

(Dgston's  operation  for — 

Knock-knee,  180 

Flat-foot,  549 
Olecranon,  cnlnrgomont  of  bursa  over, 
161 

(  hncntum  in  hernia,  351 
I  iniohyoid  muscle,  52 1 

Uses  of,  524 
Omphalocele,  390 
<  )'>[iliorectonij',  512 
(-)phthahnoplegia.  546 
Optic  neuritis,  89 
"rliit,  hipmorrliiige  into,  76 
y  Irchitis,  syphilitic,  463,  461 
Organic  stricture  of  lusophagus,  21,271 

Of  urethra,  433,  442 
Otic  ganglion.  126 


Ovarian  dropsy,  33(5 

Fluid  in,  337 

Pain,  491 
Ovarian  tumours,  509 

Diagnosis,  336 

Excision  of,  506 

Treatment  of,  606 
Ovaries,  Ijeriiia  of,  343 

Removal  of,  512 
Ovariotomy,  50(5 

Mode  of  jjerforming,  507 

After  treatment,  508 

Preparation  of  patient,  506 
Ovary,  the,  509 
Overflow  of  urine,  436,  445 
Ox-eye,  541 
0^a?na,  115 

Simple,  115 

Strumous,  115 

Syphilitic,  115 

Pain  in  calculus,  417 

In  hip  joint  disease,  1 65 

In  sacro-iliac  diseasii,  1  KiW 
Palate,  dermoids  of,  68 

Development  of,  60 

Hard,  fissures  of,  60 

In  idiots,  57 

I'lastic  Surgeiy  of,  66 

Soft,  67 

In  syjjhilis,  67 
I'ampiniform  i)lexus,  489,  461 
Pancreas,  279 

Atrophy  of,  and  diabetes,  282 

Cancer  of,  280 

Cysts  of,  281 

Relations  of,  279 
Papillomata  of  bladder,  470 

Kidney,  328 

Larynx,  21 
Paracentesis  (see  Tapping) 
Paralysis  of — 

Anterior  crural,  164 

External  popliteal,  190 

Facial,  122 

Great  sciatic,  164 

Internal  j)opliteal,  179 

Median,  148 

Obturator,  164 
Parametritis,  489 
Paraphimosis,  497 

Treatment  of,  197 
Paraplegia  dolorosa,  213 
Parajjlegia  from  spinal  disease,  251 
Parieto-occipital  fissure,  81 
Paronychia,  153 
Parotid  abscess,  9() 

Duct,  wound  of,  28 

Excision  of,  97 

Fascia,  96 
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Parotid  glaud — 

Diseases  of,  [tC 
Structures  in, 

luflaiumatiou  of,  !I7 

Eegiou,  95 

Tumours  of,  96 
Parotitis,  97 
Pai'ovariau  fluid,  337 
Parrot's  nodes,  85 
Patella,  disease  of  bursa,  178 
Pectoriloqity,  213 

Whisperiug,  213 
Pedicle  of  uterine  fibroids,  610 
Pelvic  blood-vessels,  491 

Fascia,  487 

Peritoueuni,  iu  female,  488 
In  male,  488 
Pelvis,  diffuse  cellulitis,  417,  489 

Floor  of,  488 

Kidney,  of,  325 
Penile  urethra,  430 
Pouis,  tlie,  493 

Amputation  of,  497 

Nerves  of,  495 

atructure  of,  433.  442 

Wovmd  of  dorsal  artory,  120 
Of  vein,  444 
Perforating  ulcer,  194,  253 
PericariUuni,  tapping  the,  217 
I'ericranium,  (jo 

Attai'liineuts  of,  155 

Hluod  under,  GG 

Pus  under,  (17 
rerimetnitis,  489 
Perineal  abscess,  398 

Cystotomy,  448 

Fascia,  397 

Fistula,  437,  442 

Incision  iu  imperforate  anus,  293 

Section  for  stricture,  437,  440 

Vessels  and  nerves,  403 
Perinejjhritic  abscess,  329 
Perineum — 

Depth  of,  404 

Dissection  of,  393 

Divisions  of,  393 

In  female,  393,  402 

Nerves  of,  403 

Operation  for  ruptiu'c,  53  ' 
Peritj'phUtis,  288 

Abscess  after,  288 
Varieties  of,  288 
Peritoneum  in  descent  of  testicle,  312 

In  misplaced  testicle,  344,  453 

Wound  iu  lumbar  colotomy,  301 
Peroneal  nerve,  190 
Pes  cavus,  191 
Petit's  triangle,  296,  392 
Phantom  tumour,  263 
Pharyugotomy,  26 


Pharynx,  27 

Abscess  behind,  28 
At  side,  27 

Aneurism  pressing  on,  27 

Foreign  bodies  in,  28 

Openings  into,  27 

Eelations  of,  27 

Scalds  of,  3 
Phimosis,  495 

Acquired,  49G 

Congenital,  496 

Circumcision  for,  496 

Dilatation  in,  496 

Slitting  prepuce  for,  496 
Phosphatic  calculi,  472 
Phthisis  with  fistula  in  ano,  394 
Pigeon  breast,  209 
Piles— 

Bliud,  479 

Bleeding,  479 

Causes  of,  478 

Cautery,  480 

Crushing,  480 

Excision,  480 

External,  478 

Fit  of,  479 

Injection  of,  181 

Internal,  479 

Ligature  of,  480 

Treatment  of,  179 
Exterual,  479 
Internal,  4f<0 
Plastic  Surgery  of  lips,  51 

Nose,  112 

Palate,  56 
Platysnui  myoides,  623 

Uses  of,  523 
Pleura,  air  iu,  216 

Blood  in,  216 

Relation  to  surface,  207 

Tapping  the,  217 
I'lugging  nostrils.  111 
Pneumonia,  suppm'ative,  105 
Pollock's  method  of  dividing  mu 

of  soft  palate,  57 
Polypus  of  antrum,  118 

In  frontal  sinuses,  113 

Nasal,  113 

Fibrous, 114 
MaUgnaut,  111 
Mucous,  113 

Pharyngeal,  114 
Pope  or  pooj),  taldng  the,  5o5 
Popliteal  bursa,  178 

Nerve,  exterual,  190 
Internal,  179 

Space,  175 
Post-pharyngeal  abscess,  28 
Pott's  disease  of  spine,  251 

Puffy  tumour,  88 
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Poupart's  ligament,  158 

Strictures  under,  168 
Prepuce,  the,  494 

Circumcision  of,  4!>fi 

Slitting  up  for  pliimosis,  4i)(i 
Prolapse  of  rectum,  483 
Prostate,  the,  444 
Prostate  gliind,  abscess  of,  447 

Cancer  of,  4o5 

Dilatation  of,  iu  lithotomy,  418 

Enlargement  of,  445 

Inflammation  of,  447 

Lymphatics  of,  446 

Nerves  of,  446 

Mechanical  effects,  445 
Eetention  of  urine  from,  445, 
447 

Symptoms  of,  445 
Treatment  of,  447 
Structure  of,  446 
Prostatectomy,  448 
Prostatic  plexus  of  veins,  444 
Psoas  abscess,  601 

Muscle,  530 
Pterion,  73 

Ptosis,  operation  for,  66 
Pudic  artery,  420 
Pulmonary  cavities,  tapping,  214 
Pulsating  bronohocele,  92 
I'ulse,  capillary.  203 

Venous,  202 
Puncture  of  bladder,  465 

Above  pubes,  465 

Through  perineum,  467 
Per  rectom,  465 
Punctured  fracture  of  skull,  74 
Pus  in  urine,  471 

Tests  for,  472 
Pyelitis,  calculous,  329 
Pyelo-nephritis,  329 
Pylorus,  275 

Excision  of,  277 

Loreta's  oijcration,  276 

Strictiu-e,  275 
Pyonephrosis,  329 
PjTiria,  471 

Hadical  cure  of  hernia,  355 

Of  varicocele,  462 
liaihvaj'  spine,  249 
Bales,  dry,  213 
,    Moist,  212 
lianula,  45,  46 

A'arioties,  46 
Koactiou  of  degeneration,  239 
Kectaugular  staff,  406,  406 
Kectum,  476 

Abscesses  near,  396 

Absence  of,  292 

Arrangement  of  vessels  of,  477 


Kectum — 

Ballooned  rectum,  484 
Cancer  of,  484 
Excision  of,  486 
Finger  in,  what  felt,  485 
Fistulous  ojieniugs  into,  395  . 
Malformations  of,  291 
Nerves  of,  478 

Occlusion  of,  by  septum,  292 
Opening  into  other  canals,  292 
Polypi  of,  485 
Prolapse  of,  483 

Puncture  of  bladder  through,  465 
Kelations  of,  477 
Sphincters  of,  482 

Diseases  near,  482 
Stricture  of  its  thi-ee  pai'ts,  484 
Vessels  of,  477 

Wound  of,  in  lithotomy,  416,  418 
Kectus  abdominis  muscle,  263 

Sheath  of,  264 

Contouts  of,  265 
Reducible  hernia,  339 
Keflex  act,  239 
Reflexes,  abdominal,  249 

Ankle,  250 

Cremasteric,  249 

Epigastric,  249 

Gluteal,  249 

Knee,  249 

Plantar,  260 
Reguoli's  excision  of  tongue,  102 
Resection  of  small  gut,  309 
Respiration,  frequency  of,  210 

Khytlnn  of,  210 
iiespii-atory  movement,  types  of,  211 
Retention  of  urine  (see  Urine) 
Rhinoplastic  opei-atiuns,  112 
•  Kibs,  to  count,  206 

Fracture  of,  215 

Complications  of.  216 
Rickets,  head  in,  75 

Sjinjitoms  of,  269 
Rider's  bono,  536 

Sprain,  536 
Rigidity,  241 

Early,  241 

Late,  241 
Eima  glotticlis,  1 6 

State  of  in  breathing  and  singing,  16 
Rolando,  Assure  of,  78 

How  to  llnd,  7H,  «0 
Kongo's  operation,  116 
Round  ligaments  of  uterus- 
Shortening  of,  519 

Sac  of  hernia,  839 

Changes  of  fluid  iu,  350 
Opening  the,  348,  350 
Treatment  of,  359 
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Sacculated  bladder,  469 
Sacio-iliac  joint,  Ifii) 
Disease  of,  IGl) 

Diagnosis,  16!) 
Symptoms  of,  16!) 
Sagittal  foutanelle,  73 

Suture,  73 
Salivary  calculi,  46 
Fistula,  28,  5oS 
Siiugor's  operatiou,  522 
SapTiena  vein,  varix  of,  172,  173 
Long,  172 
Short,  176 
Saphenous  opening,  380 
Sarcocele,  463 
Cystic,  463 
Malignant,  463 
Simple,  463 
Syphilitic,  463 
Table  contrasting,  464 
Tubercular,  463 
Sarcoma  of  antrum,  117 
Of  nose,  llo 
Of  parotid  gland,  !I7 
Saw,  Key's,  86 
Scalp,  the,  62,  64 
Diseases  of,  84 
"  Dangerous  area,"  of,  62,  65 
Dermoids  cysts  of,  84,  8u 
Tatty  tumour  of,  84 
Injuries  of,  62 
Nrevus  of,  84 
Veins  of,  63 
Wounds  of,  62 

Dangers  of,  62 
Scalpels  in  lithotomy,  406 
Scarpa's  triangle,  15!) 
Glands  of,  15!) 
Swellings  in,  160 
Schueiderian  membrane — 
Thickening  of,  113 
Diagnosis  of,  113 
Sciatic  nerve,  great,  161 
(Jourse  of,  161 
Stretching  the,  162 
Scoop  lithotomy,  414 
Scrofulus  testicle,  464 
Scrotal  hernia,  340 
Tumours,  45!l 
Scrotum,  cancer  of,  453 
Sddillot,  excision  of  tongue,  104 

Gastrostomy,  272 
Seminal  tubes,  451 
Septic  broucho-puoumunia,  10 1 
Septum  cruralo,  382 

Of  nose,  abscess  of,  116 
Lateral  deviation  of  108 
Serpiginous  ulcer  of  cornea,  544 
Serratus  magnus,  531 
Paralysis  of,  631 


Slaeaths  of  flexor  teadous,  149 
Shoulder-tip,  pain  and  liver  trouble,  31 
Sigmoid  flexure,  286 
Sinus,  frontal,  disease  of,  1J3 
Skull,  fractures  of,  74 

Of  base,  75 

By  centre  coup,  76 

Contusion  of,  75 

Depressed,  74 

Fissured,  74 

Hasmorrhage  in,  76 

Necrosis  of,  67 

Punctured,  74 

Signs  of,  76 

Simple,  74 

Sinuses  of,  75,  554 

Sutures  of,  73 

Trephining  the,  86 

Vault,  74 

Vomiting  of  blood  in,  76 

Watery  fluid  discharged  in,  77 
bounding  for  stone,  409 
Southey's  drainage  trocar,  335 
Spauton's  operation  for  hernia,  35!) 
Spasmodic  stricture  of  cesophagus,  24 
271  ' 

Of  urethra,  433 
Spermatic  artery,  489 

Cord,  489 

Division  of,  in  castration,  492 
Hydrocele  of,  457 
Relation  of,  to  hernia,  344 
Varix  of,  461 
Spermatocele,  459 

Fluid  in,  459  ^ 
Spermatozoa  in  fluid  of  encysted  hydro- 
cele, 458 
Spina  biflda,  184,  251 
Occulta,  253 
Treatment  of,  254 
Varieties  of,  252 
Spinal  accessory  nerve,  128,  554 
Sjiinal  cord,  232 

Centres  in  cervacal  enlargement, 247 
Concussion  of,  248 
Conduction  in,  236 
Coverings  of,  232 
Kxit  of  spinal  nerves,  247 
Grey  matter,  functions  of,  238 
Injuries  of  vertebra]  column.  244, 
248 

In  railwav  collisions,  249 
Length  of,  233 
Lesions  of,  236 
Meningocele,  252 
Motor  path,  235 

Strands,  234 
Protection  of  the,  244 
Sensory  path,  236 

Strands,  234 


hidex. 


Spine,  tlie,  230 

Caries  of,  251 

Concussion  of,  248 

Curves  of  the,  231 

Dislocation  of,  244 

Fractures  of,  244 

Signs  and  syroptoms  of,  245 

Injuries  and  defaacation,  245 
And  micturition,  245 
And  respiration,  244,  248 

Pott's  disease  of,  251 

Trephining  the,  250 
Spitting  of  blood,  203 
Splay  foot,  188,  549 
Spleen,  321 

Extirpation  of,  323 

Percussion  of,  322 

Eelations  of,  321 

Kupture  of,  323 

Size,  321 

Tumours  of,  322 

"Weight,  321 
Splenic  vein,  aneurismal  varix  of,  322 
Spontaneous  hfematocele,  461 
Stab  of  chest  behind,  312 
Staff  for  lithotomy,  405 

Chiene's,  406 

Eectaugulai-,  406 
Staphyloraphj',  56 
Stensou's  duct,  28 
Sterno-mastoid  muscle — 

Dividing  the,  133 

Eelation  of  to  tumom-s,  523 
Sternum,  holes  in,  255 
Stiff  big  toe,  195,  549 
Stomach,  269 

Arteries  of,  270 

Dilatation  of,  276 

Proximity,  to  heart,  270 

Eelations,  to  abdominal  wall,  269 

Eelations  of,  270 

Stricture  of,  271 
Stone  in  bladder,  417 

In  kidney,  328 
Strangulated  hernia,  340,  347 
Strictiu-e  in  hernia,  347 

Of  cesophagus,  24,  271 

Of  rectum,  484 

Of  urethra,  433 
Stye,  547 

Subarachnoid  space,  65 
Subdural  space,  65 
Sublingual  bursa,  47 
Submammary  abscess,  226 
Submastoid  potato  tumour,  52  1 
Submental  excision  of  tongue,  102 
Suboccipital  triangle,  230 

Nerve,  230 
Sulcus  of  Bolando — 

Eulos  to  find,  78 


Suppuration — 

In  antrum,  117 

In  axilla,  138 

Of  breast,  226 

Of  bursa  patellra,  178 

In  hip  joint  disease,  108 

Of  kidney,  329 

In  sacro-iliac  disease,  169 
Supra-mammary  abscess,  226 
Supra-pubic  cystotomy,  44!) 

Lithotomy,  422 

Indications  for,  422 
Supra-renal — 

Capsules,  330 

Nerves,  330 

Size,  330 

Weight,  330 
Surgical  kidney,  329 
Sutures  of — 

Apposition,  229 

Button,  229 

Hare-lip,  66 

Lembert's,  311 

Support,  229 
Sylvian  fissure,  80 
Syme's  operation  for  stricture,  437 

Staff,  439 
Synovial  cysts,  175 

Membranes  of  foot,  192 
Of  hand,  147 
Syphilitic  orchitis,  463,  464 

Oz!Bna,  115 

Sarcocele,  463 
Syringo-myelia,  265 
Syringo-myelocele,  262 

Tabes  mesenterica,  294 

Table  of  spines  of  vertebras,  256 

Of  landmarks  in  front,  257 
Tagliacotian  operation,  112 
Tait,  Lawson,  cholecystotomy,  318 

Eemoval  of  uterine  appendages, 
Talipes,  184 

Oalcaneo-valgus,  188 

Calcaneus,  189 

Cavus,  191 

Equino-varus,  184 

Equinus,  187 

Valgus,  188 

Valgus,  spurious  (T.  planus), 

188,  549 
Varus,  184 
Tapping  the — 
Abdomen,  335 
Antrum,  118 
Chest,  217 
Head,  73 
Hydrocele,  454 
Pericardium,  217 
Pleura,  217 
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Tarsus — 

Articulations  of,  557 
Taxis^"'''''^  "lembraues  of,  192 

In  femoral  hernia,  382 
,p        inguinal,  354 
Teetli,  59 

Extraction  of,  61 
Overcrowding  of  GO 
fiypbilitic,  GO  ' 
Strumous,  60 
Temporal  abscess,  96 

Fasc[i;'96''^''^°'°'"y^'-°''M3 

Temporo-maxillary  articulation,  37 

iJislocntions  at,  38  ' 

Movements  at,  38 

Sphenoidal  lobe,  81 
iendo-achillis,  division  of,  187 

fursa  beneath,  187 
I  eudous,  disease  of  sheaths,  149 

T«„n  c""  "f.^'  contraction  of,  176 
J-euo-synovitis,  151  ' 

tenotomy  and  the  peroneal  nervo,  177 
Of  hamstrings,  176  ' 
Of  steruo-mastoid,  133 

Teratoma,  263 

Testis,  450 

Cancer  of,  458 

Olumuey-svveep's  cancer  of,  453 

Coverings,  450,  462 

Cystic  disease  of,  452  4G3 

Descent  of,  342  ' 

Development  of,  451 

Enchondroma  of,  463 

Gummata  in,  463 

Inflammation  of,  463 
Acute,  454 
Chronic,  463 
In  inguinal  canal,  344 
In  foetus,  342 
Inversion  of,  453,  464 
Malposition  of,  344 
Nerves  of,  453 

Eolation  to  inguinal  hernia,  344 

Bemoval  of,  491  ' 

Sarcoma  of,  463 

Scrofulous,  464 

Seniinal  tubes,  461 

Solid  enlargements  of,  463 

byphiUtic  disease  of,  463 

Tubercular,  463 
Tumours  of,  463 
Undescended,  343 
Tetanus,  129 
Thecal  abscess,  161 
Thigh,  fascia  of,  170 
Thoracic  viscera,  198 
Thorax,  198 
Thoracoplasty,  224 
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Throat,  cut,  22 
Thymus,  9,  lo 
Tliyroid,  the,  90  ' 
Thyroid  gland- 
Diseases  of  (see  Bronchocole-l 
Dmsiop  of  isthmus,  94  -'' 
Duct  of,  90  ' 

Malignant  tumours,  92 
■In  tracheotomy,  7 
Cartilage,  14 
Thyi-oidea  ima  arterv  91 
I  uyrotomy,  3 

Toe-^'  '"^"Sle  of,  272 

Hammer,  195 
Stiff  big,  195 
Webbed,  196 
Toes,  nerves  of,  I94 
Tongue,  99 

Cancer  of,  106 

Division  of  lingual  nerve  for  S2 
Ligature  of  Ungual  artery  i',' 

Mucous  cyst  of,  4G 
Nerves  of,  107 
Operations  on,  99 
Bemoval  of,  99 

By  excision,  100 

Hnsmorrhage  during,  99 
,  ^f''^'" '''oatment,  101 
Xocher's  operation,  103 
J3y  Beguoli's  method,  102 
By  Sddillot's  or  Symo's 

method,  104 
73    -^n  divided,  101  ■. 

By  Whitehead's  method,  100,  ^ 

Tonsils,  34 

Abscess  of,  37 
Arteries  of,  35 
Bleeding  from,  35 
Hypertrophy  of,  35 
Lymphatics  of,  35 
Nerves  of,  35 
Bemoval  of,  35 
Tonsillitis  and  diphtheria,  34 
Torticolhs,  132  ' 

Division  of  spinal  accessory  nerve 
loi'j  133  , 

Of  sterno-mastoid,  133 
J.  rachea — 

Foreign  bodies  in,  2 
Opening  in — 

Temporary,  3 
Permanent,  3 
Operations  on,  3 
Belations  of,  1 
In  neck, 2 
In  thorax,  2 
Variations  in  length,  1 
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Trachea  "  tampoon,"  99 

Tubes,  7 
Tracheal  obstruction,  4 
Tracheotomy,  3 

After  treatment,  8 

lu  children,  10 

Difficulties  and  accidents,  9 

Hremorrhage  in,  9 

High  operation,  3,  6,  7 

Indications  for,  11 

Low  operation,  3,  6,  9 

Operation  of,  4 
Trepanning,  86 
Trephining  the  skull,  86 

Eamus  of  jaw.  31 

Spine,  250 
Trendenleuburg's  trachea  "tampoon," 
99 

Triangular  ligament  of  the  urethra,  397 
Trigone,  466 
Trophic  systems,  240 
Divisions  of,  240 
Trusses,  355 

Tubercle  of  prostate,  447 
Tubercular  kidney,  329 

Sai'cocele,  464 

Testicle,  463 
Tumours  of — 

Antrum,  117 

Braiu,  89 

Crura  cerebri,  90 

Larynx,  21 

Naso-pharyngeal,  114 

Neck,  96 

Nose,  113,  110 

Ovaries,  609 

Pons,  90 

Scrotum,  fatty,  457 
Spine,  243 
Testis,  463 
Thyroid  body,  92 
Tunica  albuginea,  460 
Vaginalis — 

Hasmatocele  of,  460 

Hernia  in,  456 

Hydrocele  of,  463 
Tympanic  cavity,  size  of,  557 

Ulcer  of  anus,-482 

Of  duodenum,  after  burns,  285 

Of  foot,  perforating,  194,  253 
Ulnar  nerve,  148 
Umbilical  cord,  267 

Fistula,  268 

Hernia,  268 
Umbilicus,  267 
Urachus,  268 
Uranoplasty,  57 

Urate  of  ammonium  calculus,  472 
Uretero-vagiual  fistula,  328 


Ureters,  325 

Double,  325 
Urethra,  429 

Bulb  of,  wounded,  416,418 
Calculus  in,  435 
Curves  of,  431 
Dilatation  of,  for  calculus — 

In  female,  428 

In  treating  stricture,  436 
Examination  of,  in  stricture,  436 
False  passages  in,  432 
Hsemorrhage  from,  444,  469 
Inflammation  of,  417 
Laceration  of,  432 
Length  of,  429 
Membranous,  429 
Narrowest  parts  of,  430 
Opening  the — 

In  retention,  467 

In  strictui-e,  437 
Penile,  430 
Prostatic,  429 
Kectum,  opening  into,  292 
Kupture  of  the,  397 
Shape  of,  430 
Size  of,  430 
Stricture  of,  433 

Catheterism  in,  436 

Accidents  attending,  433 
Anassthetics  in,  434 

Congestive,  433 

Treatment  of,  433 

Detection  of,  436 

Diagnosis,    from  enlarged 
prostate,  446 

Dilatation  of,  continuous,  442 

Examination  of  the  patient  for, 
436 

Extravasation  of  urine  in,  397 

After  gonorrhoea,  433 
Forms  of,  433 
Impedes  lithotrity,  427 
Impermeable,  440 
Mechanical  results  of,  328 
Muscular,  433 
Operations  for,  437 
Organic,  434 

Eetention  of  urine  from,  435 
Eesilient,  437 
Seat  of,  434 
Spasmodic,  433 

Treatment  of,  433 
Syme's  operation  for,  437 
Symptoms  of,  435 
Treatment  of  organic,  436, 442 
By  dilatation,  436 
Division,  437,  443 
Forcible  expansion,  437 
Urethral  fever,  437 
Triangle,  397 
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Urethrotoui}' — 

Median  incision,  439 

In  impermeable  strictiu-e,  440 

I'  oi-  permeable  stricture,  437 

Combined  internal  and  ex- 
ternal, 443 
External,  437 
Internal,  443,  444 
TT  •      ■  ,\  ""J^ary  fistula,  437 
Urio  acid  calculi,  472 
Urinary  calculus,  472 

Fever,  443 
Urine,  blood  in,  469 
In  calculus,  470 
Extravasation  of,  397 

Treatment  of,  398,  401 
Incontinence  of,  436 
Overflow  of,  445 
Betentiou  of,  436,  436 

enlarged  prostate,  435, 

Aspiration  in,  467 

Puncture  above  pubes  in,  465 

TT   „T'^^^"e:li  rectum,  465 
_      Uretlu-otoniy  in,  437 

Uterine  appendages,  removal  of,  513 
Fibroids,  509  ' 
Natural  terminations,  510 

Uterus,^^broad  ligament  of  structures 

Excision  of  whole,  514 

Vagina,  fistula  into,  328 
Varicocele,  461 

Diagnosis  of,  461 
Eadical  cure  of,  462 
Varicose  veins,  173 
Varix,  aueurismal,  322 
Vas  deferens,  490 

Eupture  of,  490 
Vastus  internus,  536 
Venesection  on  the  arm,  143 

On  neck,  41 
Veins  of  Galen,  654 
Veins,  hremorrhage  from  during 
lithotomy,  414 
Eectuni,  arrangement  of,  478 
Spermatic  varix  of,  641 
Venous  pulse,  202 
Ventral  hernia,  392 
Vermiform  appendix,  286 

Excision  of,  289 
Vertebral  canal,  tumours  in,  243 
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Vertebral  column,  231 

Curves  of,  231 

,Movement8  of,  232 

Vitelo-intostiual  duct,  268 
Vocal  cords,  15  ' 

False,  15 

I'eiigth  of,  16 

True,  15 

vocal  fremitus,  211 

Eesonauce,  213 

Volvulus  of  sigmoid  flexure,  287 

Vomiting  of  blood  in  fractured  skul 

Washerwoman's  sprain,  685 
Wrist,  635 

Watson^Cheyne's  operation  for  bunion 

Watson  excision  of  thyroid,  93 
Weaver's  bottom,  161  ' 
Wens,  84 

Wharton's  duct,  relation  to  rannla,  40 
White  line,  in  pelvic  fascia,  488 

WWf!.,  T  '  °P'^™«on  ill  urethra,  440 
Whitehead's  excision  of  tongue,  100 

Operation  for  piles,  480 
Whitlow,  151 

Treatment  of,  162 
Wilde's  incision,  552 

.  Line,  552 
Wilson's  muscle,  530 
Wolfler's  operation,  270 
Womb-stones,  610 
Wood's  operation  for  hernia,  357 
Wool-sorter's  disease,  221 
Word-blindness,  560 
Word-deafness,  560 
Wound — 

Of  bladder  in  lithotomy,  417 
Bulb  of  urethra  in  lithotomy,  417 
Diaphragm,  312 

Intestine  in  hernia  operation,  360 
Lungs,  313 

Rectum  in  lithotomy,  416 
Wrist — 

Synovial  membranes  of,  147 
Anterior  annular  hgament,  160 
Posterior  annular  ligament,  160 
Wry-neck,  132 

X-knee,  179 

Yellow  gum,  647 
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